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ABSTRACT 
The medical model of alcoholism has long been the accepted view 
of alcohol dependence and addiction. This perspective has been the most 
prominent in both research and treatment. However, multidimensional 
models of alcoholism have more recently gained acceptance and credibili­
ty, and now frequently serve as guiding concepts in research and treat­
ment. These notions suggest that alcoholism involves many different 
types rather than a single syndrome. The present descriptive study was 
designed to explore a multidimensional concept of alcoholism for an in­
patient alcohol treatment population through the use of two different 
self-report personality measures, the Minnesota Multiphasic Personality 
Inventory (MMPI) and the Millon Clinical Multiaxial Inventory (MCMI). 
The results indicated that distinct and different personality types or 
clusters existed within this population. The five personality types 
found were: personality trait disturbance, borderline personality dis­
order, normal personality, situational disturbance, and antisocial per­
sonality. Treatment recommendations were made for each of these alco­
holic types. Since members of the five groups differed widely in 
personality it was proposed that treatment for each group should differ. 
Additional recommendations for future research were also made. 
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INTRODUCTION 
Models of Alcoholism 
One of the major health problems in the United States is the abuse 
of alcohol (Pattison & Kaufman, 1982). Yet, despite the pervasiveness 
of this problem, there is a general lack of agreement among professionals 
as to the cause, method of diagnosis, and method of treatment for alco­
holism. 
The major focus of alcoholism research until about 15 years ago 
was the disease model of alcoholism. This concept was first proposed 
by Jellinek (1960), and the disease model of alcoholism is generally 
considered to be a unitary one. However, Pattison and Kaufman (1982), 
when discussing this model, are critical of the unitary concept of al­
coholism and state that there is no evidence in support of this unitary 
notion. The six assumptions of the unitary model (first outlined by 
Pattison, Sobell, & Sobell, 1977) are as follows: 
1. There is a unitary phenomenon that can be identified as 
alcoholism. Despite variations there is a distinct entity. 
2. Alcoholics or prealcoholics are essentially different from 
nonalcoholics. 
3. Alcoholics experience an irresistable physical craving for 
alcohol, or an overwhelming psychological compulsion to 
drink. 
4. Alcoholics develop a process of loss of control over 
initiation of drinking and/or inability to stop drinking. 
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5. Alcoholism is a permanent and irreversible condition. 
6. Alcoholism is a progressive disease that follows an inex­
orable development through a series of more or less 
distinctive phases. 
(Pattison & Kaufman, 1982, p. 22). 
The proponents of the medical model particularly point to the 
concept of loss-of-control drinking as evidence supporting the disease 
model. This concept is based on the belief that alcoholics can never 
voluntarily control their drinking even after an extended period of 
sobriety. Due, in part, to this belief in loss-of-control drinking, 
the advocates of the medical model have rejected the findings of the 
controlled drinking studies. Although the concept of loss-of-control 
drinking, as well as the other assumptions of the unitary model, have 
not been supported by the research in the area (e.g., Engle & Williams, 
1972; Marlatt, Demming, & Reid, 1973; Pattison, Sobell, & Sobell, 1977), 
the medical model is the basis of many of the most widely known treat­
ment programs including Alcoholics Anonymous, The National Council of 
Alcoholism, The National Institute on Alcoholic, Abuse and Alcoholism, 
and the American Medical Association (Alcoholics Anonymous, 1980; 
Marlatt, 1983; Weinberg, 1970). 
The disease model of alcoholism views abstinence as the only ap­
propriate goal of treatment. While other aspects of a given treatment 
program may vary, this is the prevailing treatment modality for alco­
holism within the medical model. As such, the need to identify types 
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of alcoholics takes on considerably less significance. 
Multidimensional Models of Alcoholism 
In direct opposition to the medical model, several groups of 
researchers have done studies indicating that at least some alcoholics 
are able to learn to control their drinking, that is, to moderate 
amounts of alcohol ingestion and patterns of use, rather than to attempt 
to attain abstinence as the only therapeutic goal (Davies, 1962; Lovi-
bond & Caddy, 1970; Sobell & Sobell, 1973, 1976, 1978). In fact, a 
review article cited by Marlatt (1983) in his commentary on the con-
trolled-drinking controversy, showed that 21 of 22 controlled-drinking 
studies reviewed provided support for the controlled-drinking approach 
(Miller & Hester, 1980). 
The Rand Report (Armor, Polich, & Stambul, 1978) also provided 
support for the controlled-drinking approach. The authors stated that 
in a follow-up of patients from 45 alcoholism treatment centers across 
the country a majority of the improved clients showed controlled, 
rather than abstinent, drinking behavior. They concluded that for 
some of the alcoholics in the study a moderate level of drinking did 
not necessarily lead to a relapse of alcoholic drinking behavior. They 
went on to suggest that controlled drinking may be a more appropriate 
goal than abstinence for some alcoholics, particularly those who are 
not severely physically dependent on alcohol. 
This evidence, in addition to the lack of support for the assump­
tions of the medical model, have led Pattison, Sobell, and Sobell (1977) 
to propose a multidimensional or multivariate model of alcoholism. 
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Pattison and Kaufman (1982) outlined the 11 propositions that Patti­
son et al. (1977) proposed as a working formulation of alcoholism. 
They are: 
1. Alcoholism dependence subsumes a variety of syndromes de­
fined by drinking patterns and the adverse consequences 
of such drinking. 
2. An individual's use of alcohol can be considered as a point 
on a continuum from nonuse, nonproblem drinking, to various 
degrees of deleterious drinking. 
3. The development of alcohol problems follows variable patterns 
over time. 
4. Abstinence bears no necessary relation to rehabilitation. 
5. Psychological dependence and physical dependence on alcohol 
are separate and not necessarily related phenomena. 
6. Continued drinking of large doses of alcohol over an extended 
period of time is likely to initiate a process of physical 
dependence. 
7. The population of individuals with alcohol problems is 
multivariate. 
8. Alcohol problems are typically interrelated with other life 
problems, especially when alcohol dependence is long estab­
lished . 
9. Because of the documented strong relationship between drink­
ing and environmental influences, emphasis should be placed 
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on treatment procedures that relate to the drinking environ­
ment. 
10. Treatment and rehabilitation services should be designed to 
provide for continuity of care over an extended period of 
time. This continuum of service should begin with the ef­
fective identification, triage, and referral mechanisms, 
extend through acute and chronic phases of treatment, and 
provide follow-up aftercare. 
11. Evaluation studies of treatment of alcohol dependence must 
take into account the initial degree, the potential for 
change, and an inventory of individual dysfunctions in diverse 
life areas, in addition to drinking behavior. Assessment of 
improvement should include both drinking behavior and behavior 
in other areas of life function, consistent with presenting 
problems. Degrees of improvement must also be recognized. 
Changes in all areas of life function should be assessed on 
an individual basis. This necessitates using pretreatment 
and posttreatment comparison measures of treatment outcome 
(Pattison & Kaufman, 1982, pp. 23-26). 
The primary emphasis of the above propositions is the idea that 
the alcohol syndrome is a multidimensional concept. That is, unlike 
the assertions made by the medical model, the proponents of this model 
believe that alcoholism, and thus alcoholics, come in many different 
types. In a corollary to proposition 7, Pattison and Kaufman (1982) 
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note that because the concept of alcoholism in this model is multi­
variate it is logical that treatment also be multivariate. Particular­
ly, they suggest that individual treatment plans need to address the 
severity of the alcohol use, the associated problems and consequences 
of use, and the individual's ability to achieve treatment goals. Thus, 
it is believed that if the unique features of the individual's alco-
.holism can be identified it would be possible to design an optimal treat­
ment program for that individual. 
The lack of support, in terms of research (Pattison et al., 1977) 
pertinent to the medical model, and the rise of an interest in multi­
dimensional models of alcoholism, has led to efforts to find types of 
alcoholics. If "types" of alcoholics could be discerned then different 
types of treatment could be developed. A number of different methods 
have been used in attempts to identify types of alcoholics. These 
attempts have included looking at the drinking pattern (e.g., amount 
drunk, length of time of consumption, and frequency of episodes) of 
the alcoholic (Pomerlau, Pertshuk, & Stinneit, 1976) as well as the 
role of the social environment in the alcoholism syndrome (Mello & 
Mendelsen, 1971). However, the most common method used in attempts 
to identify and describe classes or types of alcoholics has been the 
use of psychological tests, especially personality measures. These ef­
forts have as a goal the identification of personality traits or pat­
terns which are most common in alcoholics and which potentially could 
be used to develop more effective treatment programs. 
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History of PsycholoRical Testing with Alcoholics 
The early use of psychological testing with alcoholics was rooted 
in the unitary concept of alcoholism. The primary purpose of psycho­
logical tests was to find a single indicator that could be used to 
differentiate between alcoholics and nonalcoholics (Neuringer, 1982). 
A second task of the tests was concerned with determining the extent 
of the alcoholic problem. However, researchers were unable to find a 
single reliable personality characteristic for the alcoholic population. 
Neuringer noted that this failure led to the attempts to discover a 
"unique constellation" of traits that were specific to alcoholics. The 
resulting multiple trait theories of alcoholics were described as the 
search for the "alcoholic personality." It was assumed that some com­
bination of personality traits were idiosyncratic to alcoholics and 
once the patterns were identified they could be used to diagnose alco­
holism. These efforts also met with little success (Marconi, 1967). 
The results of research attempts to find the "alcoholic per­
sonality" have been so contradictory (Gross & Carpenter, 1971) that 
many researchers have abandoned the single cause of alcoholism hypothe­
sis in favor of a view of alcoholism as a complicated disorder with 
multiple roots and varied manifestations (Neuringer, 1982). The task 
personality assessment defined by this view was to use psychological 
tests in an attempt to define a finite number of personalities or types 
that could be used to classify alcoholics. Neuringer (1982) noted that 
studies with projective tests and studies with psychometric tests have 
8 
supported the hypothesis of a number of different personality types 
associated with alcoholism. Neuringer and Clopton (1976) reviewed the 
use of projective tests (e.g., Rorschach Inkblot test) with alcoholics. 
They found that six alcoholic personality constellations (drinking as 
an escape from pain of frustration; drinking as dependency gratifica­
tion behavior; drinking as a reaction to feelings of guilt and anxiety; 
drinking to escape disappointment; drinking to achieve mental stimula­
tion; and drinking in response to social situations) emerged from this 
research. 
Neuringer (1982) also reviewed research done with nonprojective 
psychometric tests. Lawlis and Rublin (1971) found three general per­
sonality patterns (an unsocial aggressive pattern; a psychopathic pat­
tern; and an inhibited-conflicted pattern) using the Sixteen Personality 
Factor Questionnaire (16-PF). Other studies (e.g., Mogar, Wilson, & 
Helm, 1970; Skinner, Jackson, & Hoffinan, 1974) have found anywhere 
from three to eight alcoholic personality profiles. As Neuringer 
noted, it seems clear, at least among researchers, that there is no one 
personality type or pattern that is unique to all alcoholics. 
The search for the alcoholic personality and for types of al­
coholics has employed a wide variety of psychological tests including 
the Rorschach Inkblot test (Schafer, 1948), The Rosenweig Picture 
Frustration test (Brown & Lacey, 1954), the Thematic Apperception Test 
(Knehr, Vickery, & Guy, 1953), the Edwards Personal Preference Schedule 
(Hoffman & Nelson, 1971), the Eysenck Personality Inventory (Rosenberg, 
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1969), and the Personality Research Form (Hoffman, 1970). While all 
these tests and more have been used in the search, by far the most com­
mon test used has been the Minnesota Multiphasic Personality Inventory 
(MMPI). 
Recent Review of the Alcoholic Typology Research 
Nerviano and Gross (1983) reviewed research done in the area of 
personality types of alcoholics. The primary intent of Nerviano and 
Gross' article was to determine how frequently various personality 
patterns occurred across studies. Nerviano and Gross reviewed work 
done with the MMPI, the 16PF, the Personality Research Form (PRF), and 
the Differential Personality Inventory (DPI). While the bulk of the 
research done and the interest of the present study was on the MMPI, 
the review of the other three personality tests is discussed below. 
A review of PRF studies has resulted in the identification of 
eight personality types (Nerviano and Gross, 1983). These are: 1) 
Conforming-Compulsive (high impulse control and high social poise); 
2) Impulsive-Histrionic (low impulse control and moderate social poise); 
3) Aggressive (impulsive and defendant); 4) Submissive (low "defendency" 
and dependent); 5) Avoidant-Schizoid (low social poise and high autono­
my); 6) Asocial-Schizoid (independent but inhibited); 7) Narcissistic 
(low emotional attachment and low self-blame); and 8) Hostile-Withdrawn 
(low social poise and high "defendency"). Ifhile these eight types only 
account for about one-half of the data in the studies reviewed, there 
is a consistency in the literature that would indicate that these are 
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clinically relevant types. 
Due in part to the selection criteria used by Nerviano and Gross 
in picking the research studies to be reviewed, there were only two 16PF 
studies cited. These two studies showed agreement on only one per­
sonality type. This type was characterized by a severe, pervasive 
anxiety disorder with schizoid-like features. 
The review of the research on the DPI led Nerviano and Gross to 
propose two major types based on this instrument. The first common 
type was represented by the concept of Irritability, Mood Fluctuation, 
and Panic Reaction vs. Defensivaness, Shallow Affect, and Repression. 
The second prototype involved Rebelliousness, Socially Deviant Attitudes, 
Desocialization, and Impulsivity vs. Somatic Complaints, Hypochondriasis, 
and Health Concern. 
Nerviano and Gross' MMPI Prototypes. Of primary interest to this 
study was Nerviano and Gross' review of the MMPI Literature (Nerviano 
and Gross, 1983). They reviewed studies that used both male and female 
subjects and involved alcoholic, drug-dependent, and nonalcoholic popu­
lations. From these studies, Nerviano and Gross identified seven MMPI 
prototypes that showed general replicability. They recorded the nu­
merical MMPI profile patterns from each of the studies they surveyed, 
then grouped patterns which were clinically similar according to 
widely accepted clinical interpretation literature (e.g., Graham, 1983 
and Greene, 1980) and then assigned diagnostic names to the pattern 
groups. The seven patterns found were; 1) chronic severe distress; 
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2) passive-aggressive sociopath; 3) antisocial sociopath; 4) reactive-
acute depression; 5) severely neurotic psychophysiological; 6) mixed 
character-dysphoria; and 7) paranoid alienated. Each of these proto­
types are discussed in detail below. 
Nerviano and Gross called their first prototype chronic severe 
distress. This prototype was characterized by elevations on scales 2 
(depression), 7 (psychasthenia), and 8 (schizophrenia) on the MMPI. 
Males with this profile tend to show a high degree of subjective dis­
tress and psychosocial incapacity. They tend to have a strong low-
energy depression, show fearful tense anxiety with ambivalance, and 
have poor emotional attachments. 
Nerviano and Gross referred to the second prototype as passive-
aggressive sociopath. The previous research has indicated that this 
type has a primary personality trait disturbance. They are usually 
angry, rebellious, and have a disregard for social restraints and con­
sequences. They lack empathy, have poor social integration and exhibit 
unpredictable and impulsive behavior. They can be characterized by a 
primary elevation on MMPI scales 4 (psychopathic deviate) with a 
secondary elevation on scale 2 (depression). 
The third type identified by Nerviano and Gross were the anti­
social-psychopaths. They showed a primary elevation on scale 4 (psycho­
pathic deviate) and scale 9 (hypomania) on the MMPI. This type is 
characterized by hyperactivity as well as impulsivity and immaturity 
of behavior that is of a callous, hedonistic, and exploitive quality. 
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People with this MMPI profile often have resentment toward and conflict 
with authority. They generally have a better social history than 
passive-aggressive sociopaths. 
The fourth prototype identified by Nerviano and Gross was called 
reactive acute depression. This type was characterized by a primary 
elevation on scale 2 (depression) with a secondary elevation on scale 
4 (psychopathic deviate). Men with this type of profile may show an 
impulse or conduct disorder but with some consequential distress or 
guilt. They tend to have a self-defeating cycle with drugs and alcohol 
that suggests consumption motivated by distress. The long term prog­
nosis is generally poor. 
Severely neurotic psychophysiological reactors was Nerviano 
and Gross' fifth prototype. Men with this personality pattern have a 
basic core of psychophysiological reaction with anxiety and depression. 
They are preoccupied with physical illness, tend to be demanding, dys­
phoric, and dependent in nature, and are usually severe alcoholics. 
They were characterized by high elevations on MMPI scales 1 (hypo­
chondriasis) , 2 (depression), 3 (hysteria), and.4 (psychopathic deviate), 
although the 1-2-3 pattern tended to be the most common. 
The sixth prototype identified by Nerviano and Gross was mixed 
character-dysphoria. This prototype was characterized by elevations 
on MMPI scales 2 (depression), 4 (psychopathic deviate),.and 7 (psy-
chasthenia). Men with this MMPI code usually show 
sis, a passive-aggressive personality, anxiety reaction, fearful worry. 
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tense and excitable anxiety, phobic reaction, and obsessional ideation. 
The last group identified by Nerviano and Gross was the para­
noid alienated prototype. People in this group tend to be immature, 
hostile, and suspicious. They tend to have the highest level of 
drinking and the poorest social histories of all the prototypes. It 
has been suggested that this group may also have lower I.Q.s. They 
tend to be severe alcoholics and to initiate aggressive attacks after 
drinking. There were two common MMPI profiles for this group, which 
were considered separately. The first MMPI configuration shows eleva­
tions on scale 8 (schizophrenia), scale 2 (depression), and scale 4 
(psychopathic deviate). The second MMPI configuration shows elevations 
on scale 8 (schizophrenia) and scale 6 (paranoid). 
These prototypes as defined by Nerviano and Gross were used as 
the basis for the hypotheses in the present study. 
Questions Addressed by the Present Study 
The preceding literature review and the Nerviano and Gross article 
indicated that personality testing, particularly with the MMPI, could 
be used to differentiate between types of alcoholics. The purpose of 
the present exploratory and descriptive study was to provide further 
evidence that alcoholism is not a unitary concept even when examined 
within a more homogenous population such as an inpatient treatment set­
ting with male veterans. In addition, it is hoped that this study 
will provide the clinician with additional data, in the form of scores 
from another personality measure, that can be used to make a differentia­
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tion between personality types within an alcoholic population. The 
current investigation focused upon two questions: 
1. When MMPI data for Knoxville Veterans Administration Medical 
Center (KVAMC) Alcoholism Treatment Unit (ATU) patients are 
examined by cluster analysis do distinct clusters emerge? 
Since the MMPI profile types presented by Nerviano and Gross 
have been well documented, it was expected that the same types 
would appear in the clusters produced by the present data. 
Specifically, it was hypothesized that at least seven distinct 
clusters would emerge, and that the MMPI profiles of these 
seven clusters would parallel those described by the Nerviano 
and Gross review. 
2. Do the MMPI and a newer psychometric personality instrument, 
the Millon Clinical Multiaxial Inventory (MCMI) (Millon, 1983) 
measure the same concepts in a group of VA alcoholic ATU 
patients? What were the similarities between the MMPI and 
the MCMI profiles for a group of ATU patients? Many of the 
MMPI scales used descriptive terms that were similar to the 
descriptive terms used for MCMI scales. To what extent do 
the scales share common domains of measurement? 
Hypotheses 
If the cluster analysis indicated that the present sample has 
typology patterns similar to those discussed in Nerviano and Gross, 
certain MCMI scales were expected to be associated with those types. 
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In their review article, Nerviano and Gross presented MMPI profile 
types that were typically associated with those typologies. As dis­
cussed in the previous section, these profiles were: chronic severe 
distress (2-7-8 profile); passive-reactive sociopath (4-2 profile); 
antisocial sociopath (4-9 profile); reactive-acute depression (2-4 
profile); severely neurotic psychophysiological (1-2-3 profile); mixed 
character dysphoria (2-4-7 profile); and paranoid alienated (8-2-4 
profile or 8-6 profile). These MMPI prototypes were profiles that 
Nerviano and Gross found had general replication across studies. 
Nerviano and Gross assigned numerical MMPI codes to each of the 
prototypes they found in their literature review. Each of these proto­
types had a set of behavioral descriptors and correlates associated 
with it that were obtained from clinical interpretive and scale valida­
tion literature (Greene, 1980, and Graham, 1983). The correlations of 
each of these MMPI scales with the MCMI scales was known from the MCMI 
manual (Millon, 1983). The hypotheses for the present study were 
based on the pattern of positive correlations between the scales of 
the MMPI and the scales of the MCMI. That is, if there was a moderate­
ly large (e.g., .30 or larger) correlation between a scale on the MCMI 
and the scales on the MMPI that were associated with a particular proto­
type, then it was assumed that that MCMI scale would be descriptive of 
that prototype. No hypotheses were made for those scales which cor­
related negatively with Nerviano and Gross' prototypes. Each of the 
MCMI scales had a list of behaviors and traits that Million felt could 
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be used to describe the characteristics of the people who scored high 
on that scale. These descriptors, plus the information available based 
on the MMPI code types for each of the prototypes defined by Nerviano 
and Gross, was then used to generate hypotheses about information avail­
able in the clinical charts of the subjects who fell within that pro­
totype. Presented in Table 1 is the summary of the behavioral descrip­
tors, correlates available from the MMPI and the MCMI, manuals and 
research literature, for each of the prototypes as well as the hypothe­
ses generated from those descriptors. 
Table 1 
MMPI and MCMI Descriptions of Prototypes 
Expected prototypes MMPI summary description 
Chronic severe distress 1. Poor emotional attachments 
MMPI 2-7-9 profile 
Passive-aggressive sociopath 1. Rebellious; disregard for 
MMPI 4-2 profile social restraints and . 
consequences 
Antisocial Psychopath 
MMPI 4-9 profile 
1. Resentment toward and 
conflict with authority 
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MCMI summary description 
1. Conflicting attitudes toward 
others 
2. History of failed efforts to 
control alcoholism 
1. Inability to adapt to social 
conventions 
2. History of failed efforts to 
control alcoholism as well 
as a recent history of drug 
abuse 
1. Inability to adapt to social 
conventions 
2. History of failed efforts to 
control alcoholism as well as 
a recent history of drug 
abuse 
Expected file data 
1. History of multiple marriages 
and/or failed relationships 
2. Multiple hospitalizations; 
reports of a number of alcohol 
treatments 
1. History of multiple arrests 
2. Reports of multiple hospital­
ization for alcohol abuse 
treatment; reports of poly-
drug abuse 
1. History of multiple arrests 
2. Multiple hospitalizations for 
alcohol abuse and/or drug 
abuse 
Table 1 (continued) 
Expected prototypes 
Reactive-acute depression 
MMPI 2-4 profile 
Severely neurotic 
psychophysiological 
MMPI 1-2-3 profile 
Mixed character-dysphoria 
MMPI 2-4-7 profile 
Paranoid alienated 
MMPI 8-2-4 or 8-6 profile 
MMPI summary description 
1. Self-defeating cycle of 
drug and alcohol abuse that 
suggests consumption is 
motivated by distress 
1. Usually a severe alcoholic 
1. Poor social histories; 
initiate aggressive attacks 
after drinking; hostile and 
immature 
2. Tend to have the highest 
drinking levels of all pro­
totypes; tend to be severe 
alcoholics 
3. May have lower I.Q.s than 
other alcoholic groups 
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MCMI summary description 
1. History of failed efforts to 
control alcoholism 
Expected file data 
1. Multiple admissions to alco­
hol dependency treatment units 
1. History of failed efforts to 
control alcoholism 
1. Deficient regulatory control 
2. History of failed attempts 
to control alcoholism 
1. Multiple hospitalizations for 
alcohol abuse 
1. Multiple admissions to alco­
hol abuse treatment centers 
1. Report of multiple arrests 
2. Multiple hospitalizations 
for alcohol abuse treatment 
3. Have lower than average I.Q.s 
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METHODS 
Subjects 
The sample for this study consisted of 125 males who were consecu­
tive admissions to the Alcohol Treatment Unit (ATU) at the Veterans 
Administration Medical Center (KVAMC) in Knoxville, Iowa, during the 
years 1979 and 1980. Admissions were pre-screened, and patients with 
primary chemical dependencies other than alcohol were referred to other 
agencies. 
Instruments 
Minnesota Multiphasic Personality Inventory (MMPI) 
Form R of the MMPI (Hathaway & McKinley, 1967) was administered 
to the subjects. Form R of the MMPI consists of 399 true-false items. 
The MMPI is currently the most widely used and researched objective per­
sonality inventory (Greene, 1980). As many as 6,000 references on the 
clinical and research applications of the MMPI have been cited by 
some MMPI authors (Dahlstrom, Welsh & Dahlstrom, 1975). The test 
has been widely used and a great deal of data exists on the reliability 
and the validity of the instrument (e.g., Dahlstrom, Welsh, & Dahlstrom, 
1972, 1975; Graham, 1983; Greene, 1980). 
The test was hand-scored for the three validity scales (Lie scale 
(L); F scale; and K scale) as well as the ten basic clinical scales 
(hypochondriasis; depression; hysteria; psychopathic deviate; mascu­
linity-femininity; paranoid; psychastenia; schizophrenia; hypomania; 
and social introversion). 
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Interpretation of the MMPI scale. The MMPI consists of thirteen 
scales; three validity scales and ten clinical scales. The validity 
scales are L, F, and K and the clinical scales are numbered 1 to 9 
with 0 being the tenth scale. The ten clinical scales also have names 
associated with them, but the names are no longer commonly used be­
cause the names may lead to the misinterpretation of the scales. While 
the IdMPI is interpreted by looking at the pattern of elevations on all 
the scales, it is useful to have a brief description of what each of 
the scales proports to measure. Most MMPI research and test usage 
reported similar interpretations for the various scales, therefore 
textbooks and code books were developed to provide standardized inter­
pretations for the MMPI. Greene (1980) and Graham (1983), two such 
widely used standard texts, were consulted for summary, description, 
and interpretation information for each of the scales. 
The validity scales are scales L, F, and K. The L scale was 
originally constructed to detect a deliberate and rather unsophisti­
cated attempt on the part of the subject to present him- or herself 
in a favorable light. In general, people who score high on this scale 
(T-score above 70) were not being honest and frank in answering all 
of the other MMPI items. The result was that the individual's scores 
on most or all of the clinical scales were distorted in the downward 
direction and the person may have appeared on the test to be better 
adjusted psychologically than he or she was in reality. In addition 
to being defensive, the person with a high L scale score tended to be 
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overly conventional and socially conforming (Graham, 1983). 
The F scale was sometimes called the infrequency scale and was 
intended to tap a wide variety of obvious and unambiguous content 
areas, including bizarre sensations, strange thoughts, peculiar ex­
periences, and feelings of isolation and alienation. A moderate ele­
vation on this scale (T-scores of 60-69) generally reflected the extent 
and severity of psychopathology. Scores above 79 may have indicated 
an invalid profile, but they must be considered in relation to other 
validity indicators (Graham, 1985). Elevations on this scale frequent­
ly appeared in patients with Post Traumatic Stress Disorder (PTSD) or 
substance abuse (Lachar, 1985). 
The K scale was comprised of a number of items which appeared 
to indicate the capacity for subtle ways of dissimulation and an attempt 
to give a favorable impression. This scale usually increased as the 
amount of experience with psychological testing increased. Clinically, 
it appeared to measure the capacity for conscious suppressive control 
where the emotional state could usually be hidden from others. A marked 
elevation on this scale (T-score above 66) indicated people who were 
consistently trying to maintain a facade of adequacy and control and 
were admitting no problems or weaknesses. A score in the normal range 
(T-score between 46 and 55) indicated a person who had a proper balance 
between self-disclosure and self-protection. 
The clinical scales are labeled 1 to 9 and 0. Scale 1 (Hypo­
chondriasis) was originally devised to separate a group of patients 
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given a diagnosis of hypochondriasis from a group of normal subjects. 
The scale measures a wide variety of vague and nonspecific complaints 
that were associated with a neurotic concern about body functioning. 
In addition to vague complaints, people with a high score on this scale 
(T-score above 70) are usually described as pessimistic and sour on 
life. They often show long standing personal inadequacy and inef-
fectualness, and tend to express their resentment of others covertly 
by using physical complaints to control and manipulate other people 
(Greene, 1980). 
Scale 2 (Depression) measures symptomatic depression, which was 
a general attitude characterized by poor morale, lack of hope in the 
future, and general dissatisfaction with one's own status (Hathaway & 
McKinley, 1967). People with high scores on this scale (T-scores above 
70) are described as depressed, anxious, moody, and Inhibited. They 
may have been experiencing sleep difficulties and a loss of appetite 
(Greene, 1980). 
Scale 3 (Hysteria) was developed to identify patients who were 
utilizing hysterical reactions to stress situations. The hysterial 
syndrome is characterized by Involuntary psychogenic loss or disorder 
of function. Such persons generally maintain a facade of superior 
adjustment and only when they were under stress did their tendency to 
develop conversion-type symptoms as a means of resolving conflict and 
avoiding responsibility appear (Greene, 1980). Symptoms may have in­
cluded, in some combination, headaches, chest pains, weakness, tachy-
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cardia, and acute anxiety attacks (Graham, 1983). 
Scale 4 (Psychopathic Deviate) was developed to measure a general 
social maladjustment and the absence of strongly pleasant experiences. 
It is intended to identify persons diagnosed as psychopathic personality, 
asocial or amoral type (Greene, 1980). High scores (T-scores above 70) 
indicate people who had shallow interpersonal relationships, lacked 
sincerity, and had difficulty getting along with authority figures. In 
general, people with high scores on this scale have a great difficulty 
incorporating the values and standards of society and are likely to 
engage in a wide array of asocial or antisocial behaviors (Graham, 
1983). 
Scale 5 (Masculinity-femininity) was originally developed by 
Hathaway and McKinley (1967) to identify homosexual males. However, 
the scale did a very poor job of identifying this group. This scale 
has been one of the most controversial scales on the MMPI and was ex­
cluded by some clinicians in their analysis of the MMPI profile (Greene, 
1980). Scale 5 is the only scale which was scored differently for 
males and females. Responses to the items on this scale are scored 
as deviant when a person endorsed the items like a person of the op­
posite sex, thus a high raw score would result in a high T-score for 
males but a low T-score for females. However, the T-score for both 
sexes increases with college education. For males, a T-score above 
70 usually indicates a passive, dependent male with problems in assum­
ing an aggressive, masculine role. A very low T-score (T-score below 
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40) indicates men who displayed a certain amount of toughness and in-
sensitivity. These men may have been compulsive and inflexible about 
their masculinity. For females, a high T-score would indicate a very 
masculine, aggressive, competitive female who does not accept the 
feminine role. On the other hand, extremely low T-scores indicate a 
weak, passive helpless kind of femininity. They are women who tended 
to over identify with the feminine role (Graham, 1983). 
Scale 6 (Paranoia) was originally developed to identify people 
with paranoid symptoms such as ideas of reference, feelings of persecu­
tion, grandiose self-concepts, suspiciousness, excessive sensitivity, 
and rigid opinions and attitudes. People with high scores (T-scores 
above 70) on this scale are generally described as being suspicious, 
hostile, guarded, overly sensitive, argumentative and prone to blame 
others. While a person who scores high on this scale exhibits paranoid 
ideation, not all paranoids score high on the scale (Greene, 1980). 
Very low scores (T-scores below 40) indicate either a very naive and 
trusting person or a frank paranoid disorder. Since the items for this 
scale are the most obvious, some paranoids endorse none or only a very 
few of the items, which results in extremely low scores. Normals 
usually endorse at least a few of these items (Graham, 1983). 
Scale 7 (Psychasthenia) was developed to measure "the neurotic 
syndrome of psychasthenia, which is characterized by the person's in­
ability to resist specific actions or thoughts regardless of their mala­
daptive nature" (Greene, 1980, p. 99). Although the psychasthenia label 
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is no longer used, the diagnosis of obsessive-compulsive neurosis comes 
closest to the original meaning of the label (Graham, 1983). The scale 
measures abnormal fears, self-criticism, difficulties in concentration, 
and guilt feeling. People who score high on this scale (T-scores 
above 70) were usually described as being anxious, tense, indecisive, 
and unable to concentrate. They often display obsessive thoughts and 
ruminations, self-doubts, and associated depressive features (Greene, 
1980). 
Scale 8 (Schizophrenia) was developed to identify persons diag­
nosed as schizophrenic. This scale contains more items than any other 
scale in the MMPI and assesses a wide variety of content areas includ­
ing bizarre thought processes and peculiar perceptions, social aliena­
tion, poor familial relationships, difficulty in concentration and 
impulse control, problems of self-worth and self-identity, and sexual 
difficulties. Moderately high scores (T-scores 70-100) reflect on 
actual schizophrenic process including confusion, disorganization, and 
disorientation. Extremely high scores (T-scores above 100) indicate 
acute, severe situational stress but typically do not indicate schizo­
phrenia (Greene, 1980). 
Scale 9 (Hypomania) was used to identify persons manifesting hypo-
manic symptoms which are characterized by elevated mood, accelerated 
speech and motor activity, irritability, flight of ideas, and brief 
periods of depression (Graham, 1983). Persons who score high on this 
scale (T-scores above 70) are described as overactive and emotionally 
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labile with occasional outbursts of temper. They tend to be impulsive 
and exhibit narcissistic and grandiose features (Greene, 1980). 
Scale 0 (Social introversion) was designed to assess a person's 
tendency to withdraw from social contacts and responsibilities. People 
who score high on this scale (T-scores above 70) are described as 
.social introverts who tend to be very insecure and uncomfortable in 
social situations. They feel more comfortable when alone or with a few 
close friends. They are also described as rigid and inflexible in 
their attitudes and opinions (Greene, 1980). Low scores (T-scores 
below 45) tend to be sociable and extroverted with a strong need to 
be around other people. They often have a problem with impulse control 
and tend to act without considering the consequences of their actions. 
They are somewhat immature and self-indulgent (Graham, 1983). 
Millon Clinical Multiaxial Inventory (MCMI) 
The MCMI (Millon, 1983) evolved as a result of an attempt to 
create a diagnostically useful personality theory that was system­
atically linked to a comprehensive clinical theory. Each of the 
20 clinical scales of the MCMI was constructed as an operational 
measure of a syndrome derived from the theory of personality and psy-
chopathology of Millon (1983, 1986). The inventory was constructed 
so the resultant scales would correspond in both diagnostic criteria 
and diagnostic labels to the Diagnostic and Statistical Manual, Third 
Edition (DSM-III) of the American Psychiatric Association (1980). 
29 
Millon noted in his manual that validation of the MCMI was an integral 
part of each step of the development of the instrument (Millon, 1983). 
The MCMI is a 175-item, true-false questionnaire. Scores for 
the test are computed for 11 personality syndromes (8 basic and 3 
severe) and 9 symptom clusters. The 5-8 day (mean 7 day) test-retest 
reliability for the 11 personality syndromes ranges from .81 to .91 
(median .85) and for the 9 symptom clusters ranges from .78 to .83 
(median .80). The 4-6 week (mean 5 weeks) test-retest reliability 
for the 11 personality syndromes ranges from .77 to .85 (median .81) 
and for the 9 symptom clusters ranges from .61 to .76 (median .66). 
Unlike the MMPI, the MCMI scales are interpreted individually. 
Each scale is designed to measure a particular personality syndrome 
or a particular cluster of syndromes. The scales fall into three 
general groups; Basic Personality Patterns and Pathological Personality 
Disorders, which correspond to DSM-II Axis II diagnoses; and Clinical 
Symptom Syndromes which correspond to DSM-II Axis I diagnoses (Millon, 
1983). 
Basic personality patterns. These scales,focus on everyday ways 
of functioning that characterize people when they were not suffering 
from acute symptom states. They are enduring and pervasive traits 
that are reflected in their styles of behaving, perceiving, thinking, 
feeling, and relating to others. There are seven scales in this sub­
group: schizoid (asocial), avoidant, dependent (submissive), histrionic 
(gregarious), narcissistic, antisocial (aggressive), and compulsive 
30 
(conforming) (Millon, 1983). 
Schizoids (Scale 1) are characterized by affective deficits, cog­
nitive slippage, interpersonal indifference, behavioral apathy, and 
perceptual insensitivity. They tend to find interactions with others 
both difficult and uncomfortable and as a result avoid interpersonal 
interactions of any kind. 
Avoidants (Scale 2) are described as having affective dysphoria, 
mild cognitive interference such as disruptive inner thoughts, alien­
ated self-image, aversive interpersonal behavior such as social pan-
anxiety and distrust, and perceptual hypersensitivity such as over-
interpreting innocuous behavior as a sign of ridicule and humiliation. 
Dependents (Scale 3) are characterized by pacific temperament 
which is generally docile and noncompetitive. Interpersonal submis-
siveness, inadequate self-image, Pollyanna cognitive style which re­
veals a naive or benign attitude toward interpersonal difficulties, 
and initiative deficit which is characterized by a preference for a 
subdued, uneventful and passive life style. 
Histrionics (Scale 4) are described as being affectively fickle 
and are characterized by displays of short-lived, dramatic and super­
ficial displays and emotions. In addition, they generally have a so­
ciable self-image and display interpersonal seductiveness including self-
dramatizing and childishly exhibitionistic behaviors. They also show 
some cognitive dissociation and immature stimulus-seeking behavior, in 
particular, a short-sighted hedonism. 
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Narcissistics (Scale 5) display an inflated self-image and 
interpersonal exploitiveness. They tend to have cognitive expansive-
ness which is characterized by the person taking liberties with facts 
and lying to redeem self-illusions. They also display insouciant 
temperament and deficient social conscience and often flout the con­
ventional rules of shared social living. 
Antisocials (Scale 6) are characterized by hostile affectivity 
including verbally abusive and physically cruel behaviors, assertive 
self-image with a competitive and power-oriented life style, and inter­
personal vindictiveness which result in a sense of satisfaction in 
derogating and humiliating others. They also display a sense of fear­
lessness which shows itself in an attraction to danger and the tendency 
to be undaunted by punishment. They also exhibit malevolent projection, 
in that they claim that most persons are devious, controlling and 
punitive, which in their minds justifies their own antisocial behaviors. 
Compulsives (Scale 7) exhibit restrained affectivity primarily 
by keeping their emotional expression under tight control. They also 
display a conscientious self-image which values self-discipline, pru­
dence and loyalty. They exhibit unusual adherence to social conven­
tions and properties and show a general cognitive constriction. They 
see the world in terms of rules, regulations, and hierarchies. They 
also show behavioral rigidity by keeping to a well-structured, highly 
regulated and repetitive life pattern. 
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Passive-Aggressive (Scale 8) types tend to show labile affec-
tivity with erratic moodiness, behavioral contrariness, and discontented 
self-image characterized by a pessimistic, disgruntled and disillusioned 
attitude toward life. In general, they have deficient regulatory con­
trols which result in the expression of thoughts and impulsive emo­
tions in unmodulated form. They show interpersonal ambivalence which 
results in conflicting and changing roles in social relationships. 
Pathological personality disorders. These scales also correspond 
to DSM-III Axis II. However, Millon (1983) indicated that these scales 
described people who clearly evidenced a chronic or periodically severe 
pathology in the overall structure of personality. These people were 
much less likely to exhibit adequate functioning than were those with 
basic personality patterns. They may have had transient but repetitive 
psychotic episodes involving extreme or bizarre behaviors. There are 
three scales in this subgroup; schizotypal (schizoid), borderline 
(cycloid) and paranoid. 
Schizotypals (Scale 5) show social detachment, often preferring 
a life of isolation with minimal personal attachments and obligations. 
They have behavioral eccentricity and are usually perceived by others 
as unobtrusively strange or different. They often show nondelusional 
autistic thinking and may occasionally blur the boundaries between 
fantasy and reality. They usually show either an anxious wariness or 
an emotional flatness and may report periods of depersonalization, de­
realization, and dissociation. 
33 
Borderlines (Scale C) display intense endogenous moods in which 
they continually fail to relate mood with external events. They 
display dysregulated activation such as irregular sleep-wake cycle 
and self-condemnatory conscience including recurring self-mutilating 
and suicidal thoughts. They have dependency anxiety; they react in­
tensely to separation and reported haunting fears of isolation and 
•loss. They also display cognitive-affective ambivalence where they 
repeatedly struggle to express attitudes contrary to inner feelings. 
Paranoids (Scale P) show a vigilant mistrust of others and pro­
vocative interpersonal behavior where they tend to precipitate 
exasperation and anger in others through a hostile, deprecatory de­
meanor. They have tenacious autonomy in that they express fear of 
losing independence and power of self-determination. They exhibit 
mini-delusional cognitions and persecutory self-references. 
Clinical symptom syndromes. These scales referred to DSM-III 
Axis I diagnoses and, in general, described symptoms that were of sub­
stantially briefer duration than the personality disorders. They usual­
ly represented states in which an active pathological process was clearly 
manifested but one which tended to stand out in sharp contrast within 
the context of the more enduring and characteristic mode of functioning. 
The subgroup consist of nine scales: anxiety, somatoform, hypomanic, 
dysthymic, alcohol abuse, drug abuse, psychotic thinking, psychotic de­
pression, and psychotic delusions (Millon, 1983). 
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Anxiety (Scale A) describes persons who reported feeling either 
vaguely apprehensive or specifically phobic. They tend to be tense, 
indecisive, restless and to complain of a variety of physical discom­
forts. 
Somatoform (Scale H) describes persons who express psychological 
difficulties through somatic channels. They report persistent periods 
of fatigue and weakness, and may be preoccupied with many nonspecific 
pains in different and unrelated regions of the body. 
Hypomanic (Scale N) refers to persons who evidence periods of 
superficial, elevated but unstable moods, restless overactivity and 
distractibility, pressured speech, and impulsiveness and irritabili­
ty. 
Dysthymic (Scale D) describes persons who remained involved in 
everyday life, but are downhearted, preoccupied with feelings of dis­
couragement or guilt, exhibit a lack of initiative and behavioral 
apathy, and frequently voice futility and self-deprecatory comments. 
Alcohol abuse (Scale B) refers to persons who probably have a 
history of alcoholism and have made an effort to overcome the diffi­
culty with little success. As a consequence they experience consider­
able discomfort in both family and work settings. 
Drug abuse (Scale T) describes persons who probably have a recur­
rent or recent history of drug abuse. They tend to have difficulty 
in restraining impulses or keeping their behavior within conventional 
social limits. They also display an inability to manage the personal 
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consequences of their behavior. 
Psychotic thinking (Scale SS) refers to persons who were 
usually classified as "schizophrenic." They periodically exhibit 
incongruous, disorganized or regressive behavior, and often appear 
confused and disoriented. They occasionally display inappropriate 
affects, scattered hallucinations and unsystematic delusions. 
Psychotic depression (Scale CC) refers to persons who were 
usually incapable of functioning in a normal environment, are in a 
severely depressed mood, and expressed a dread of future and a sense 
of hopeless resignation. 
Psychotic delusions (Scale PP) describes persons who were usually 
considered paranoid. They periodically become belligerent and often 
voice irrational but interconnected sets of delusions of a persecutory 
or grandiose nature. 
Procedures 
The subjects selected for this study completed detoxification 
on a medical ward of the hospital and were subsequently transferred 
to the Alcoholism Treatment Unit (ATU). Testing was completed approxi­
mately 7 to 10 days after transfer to the ATU. In addition to the MMPI 
and the MCMI, the patients at the Knoxville VAMC (KVAMC) were given a 
standard battery of psychological tests including the Trail Making Test 
(originally published by the Adjutant General's Office, War Department, 
U.S. Array, in 1944 (Reitan, 1971)), a gross measure of neuropsychological 
functioning; and the Hartford-Shipley (Institute of Living, 1967), a 
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gross measure of cognitive functioning including an estimated Wechsler 
Adult Intelligence Scale (WAIS) intelligence quotient. 
In addition to the available testing data, information from the 
treatment files of each of the subjects was also collected. Treatment 
information was available for each of the subjects for each admission 
to the Knoxville VAMC (KVAMC). These records were accessed through 
the hospital archives, and information was recorded about marital 
status, age at admission, number of prior admissions, employment status, 
compensation for service-connected disability, prior treatment for 
psychiatric or physical problems, social history information (e.g., 
information about family relationships), and progress in treatment as 
noted by the clinical staff was collected prior to data analyses. 
Data Analysis 
Cluster Analysis 
Everitt described cluster analysis as "a generic terra for a set 
of techniques which produces classification from initially unclassified 
data" (Everitt, 1980, p. 6). It has also been described as a search 
for category structure among a group of observations (Anderberg, 1973). 
Borgen and Barnett describe cluster analysis as "a classification tech­
nique for forming homogenous groups within a complex data set" (Borgen 
& Barnett, 1987, p. 456) and indicate that it is appropriate for use in 
exploratory and descriptive studies. Nunnally (1978) described cluster 
analysis as observations assigned to identified categories where the 
categories or clusters consisted of variables that correlate highly 
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with one another and had comparatively low correlations with variables 
in other clusters. 
Borgen and Barnett (1987) in their review noted that cluster analy­
sis is becoming more widely used in psychological research, in part be­
cause the technique is now accessible to most researchers. They also 
indicated that despite a trend toward greater consensus, there still 
exists a great deal of controversy as to the use and methods of carry­
ing out cluster analyses. 
Cluster analysis can be used to generate and test hypotheses, ex­
plore or reduce data, or find typologies within a group (Ball, 1971). 
In this investigation, the technique is used to explore data by attempt­
ing to identify typologies within an in-patient group of alcoholics. 
However, there exist several methods of forming groups in a cluster 
analysis (Borgen & Barnett, 1987). The one chosen for the present study 
was Ward's Method (Ward, 1963). 
Ward's method of cluster analysis. Everitt (1980) described Ward's 
method as one in which the minimum amount of information is lost as in­
dividuals are clustered into groups. Ward (1963) proposed that the 
loss of information which resulted from clustering could best be measured 
by the sum of the squared deviations of every individual in a group from 
the mean of that group (i.e., error sum of squares (ESS)). Thus, the 
goal of Ward's method was to combine individuals into groups that re­
sulted in the minimum increase in the ESS or minimum loss of informa­
tion. 
38 
Cluster analysis begins with each individual in a separate group. 
The two most similar individuals are then combined, by the method de­
scribed above. The next two most similar individuals and/or groups are 
then combined. The clustering process continues until all individuals 
are in one group. The optimal number of clusters (this is the cluster 
solution which can best describe the group characteristics with the 
least amount of lost information) lies somewhere between these two ex­
tremes. The present study was designed to explore the available MMPI 
data in an attempt to discover meaningful typologies within that data. 
Thus, it was sought to find the minimum number of groups which would 
best account for the differences in the data. 
Everitt (1980) noted that the problem of determining the most ap­
propriate number of clusters for a set of data is at best difficult 
and, in fact, may not have a formal or definitive empirical solution. 
In general, the method used is subjective and left to the discretion 
of the experimenter. 
Since Ward (1963) defined loss of information as an increase in 
the ESS, one way to determine the optimal number of clusters for a set 
of data was to plot the error terms for each cluster solution. Lorr 
(1983) indicated that the point at which the change in the slope of 
the curve is greatest could be defined as the optimal number of clusters 
for that data. Where the slope increased it indicated an increase in 
the ESS and thus loss of information. Therefore, a significant increase 
in slope indicates a significant loss of information as a result of com­
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bining two groups. In effect, a large upward change in the slope of 
the ESS indicated that relatively disparate groups have been combined 
(Borgen & Barnett, 1987). However, such change in slope is usually 
determined by plotting the ESS and subjectively deciding where the 
slope changes. 
Cluster analysis in the current study. A great deal of multi­
variate information was available for the present study. The purpose 
of this study was to explore the idea that alcoholism is not a unitary 
personality concept. Once persons were clustered on the basis of MMPI 
information and subjects are assigned to groups, then another personali­
ty measure, the MCMI, as well as social history information and chart 
notes about progress in treatment were examined to see if differences 
between the cluster groups also existed on these dimensions. Other sta­
tistical methods such as analysis of variance were used to examine these 
differences. If the clusters formed on the basis of the MMPI data are 
valid and useful, then it was expected that the clusters would also 
differ with regard to the additional information. 
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RESULTS 
Cluster Analysis 
A cluster analysis employing Ward's method, was performed by using 
standard scores formed from K-corrected raw scores pertinent to the ten 
clinical scales and the three validity scales of the MMPI (SPSS, 1986). 
It had been predicted that the cluster analysis would result in the 
emergence of seven distinct clusters. However, such was not the find­
ing in this study. Thus, an attempt was made to determine the optimal 
number of clusters. As noted earlier, the plot of the error sum of 
squares (ESS) is an often used method to determine the number of clus­
ters. Lorr (1983) indicated that the point at which change in the ' 
slope of the curve is greatest (i.e., the point at which the error 
curve climbs sharply upward) could be used as an indication of the op­
timal number of clusters for that data. As can be seen by examination 
of Figure 1 in the present study, there was no clear-cut point at which 
the slope suddenly increased, and thus no particular number of clusters 
could be considered the optimal solution for these data solely on the 
basis of statistical criteria. Therefore, a decision was made by the 
experimenter to explore clusters ranging in number from four to seven 
as had been suggested in relevant previous research findings. 
Nerviano and Gross (1983) reviewed and summarized the alcoholism-
personality research published up to the time of their article and 
concluded that seven distinct MMPI generated personality profiles existed 
based upon examination of the data. However, no single study found all 
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Figure 1. Plot of error term as obtained from Ward's Method 
of cluster analysis 
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seven profiles as defined by the Nervlano and Gross review. Those 
studies which were Included in the review found from three to six dif­
ferent personality subgroups. The existing clinical descriptive litera­
ture and MMPI test validation and correlation studies, as summarized 
in standard interpretive manuals, provided the basis for Nervlano and 
Gross' descriptions of groups. Specifically, Nervlano and Gross based 
their descriptions of the seven subgroups found in the studies they 
reviewed on commonly accepted interpretations for those MMPI profile 
configurations characteristic of a group. These interpretations were 
based upon and included information from Gilberstadt and Duker (1965); 
Marks, Seeman, and Haller (1974); Webb and McNamara (1979); Stone (1980); 
the Diagnostic and Statistical Manual for Mental Disorders, Third 
Edition (DSM-III) (American Psychiatric Association, 1980); as well as 
the clinical experience of psychologists who had acquired years of 
practice in the area of in-patient alcoholism treatment. 
Since different studies have found different numbers of person­
ality profiles (ranging from four to seven), the present research 
examined and explored each of these cluster solutions. As with the 
Nervlano and Gross study, descriptions of each of the clusters will be 
based on commonly accepted interpretations of the MMPI profile configur­
ations found in those clusters. Sources used for the Interpretation 
include Gilberstadt and Duker (1965), Greene (1980), Lachar (1985), 
Graham (1985), and Dahlstrom, Welsh and Dahlstrom (1972). In addition, 
descriptions based upon profile Interpretations of the MCIil, and summary 
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data from a review of the progress in treatment for the subjects was 
included in the clusters' descriptions. Each of the clusters for the 
seven group solution will be discussed in detail. Following this pre­
sentation, the clusters resulting from the combination of groups I and 
VII, II and VI, and III and V, as well as whatever information was 
lost when these groups were combined and the rationale for having 
. combined those particular clusters will be discussed. The clusters 
combined to form first a six, then a five and then, finally, a four 
cluster solution; which of these solutions best fits the data for the 
present study will be explored. 
Seven Cluster Solution 
Cluster I 
Cluster I (N=10) was characterized by high points (T-scores above 
70) on scales 1, 2, 3, 4, 7, and 8 and would be best described by a 
Welsh code index (Welsh, 1948) as 124"378' 69-50/ L:F-K/. This profile 
is graphically depicted in Figure 2. It resembled the 1-2-3-4 MMPI 
profile type described by Gilberstadt and Duker (1965). People with 
this profile have often been given the diagnosis of personality trait 
disturbance with alcoholism, anxiety, depression and psychophysiological 
reaction. These individuals usually have admitted to a moderate amount 
of distress and have not typically functioned well (i.e., they have 
difficulty making their way in life). They may have had a great concern 
for their bodies and may have often displayed somatic symptoms. They 
tended to be described in the literature as immature, whining complainers 
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who were demanding, dependent, and often experienced frustrated needs. 
Often these persons have reported that no one among the "helping" 
professionals was able to give them enough attention and aid to satis­
factorily meet their treatment expectations. As a result, they are 
often described by treatment personnel as angry and resentful because 
they feel deprived of what is "rightfully" theirs. 
Further traditional descriptions (Greene, 1980) which have been 
applied to males with this profile have indicated a history of hos­
tility and assaultive behavior, particularly against women. They have 
tended to feel alienated and remote from the environment, to feel that 
people misunderstood them, and that their means of coping with the world 
did not work well for them. In addition, they tend to blame others for 
their failings. 
Group I had MCMI high points (BR or base rate scores above 75) 
on scales A and B, as is depicted in Figure 3. These scores based upon 
interpretive MCMI manual information (Millon, 1983) indicated that 
these patients have likely had a long history of alcohol abuse with a 
number of failed attempts to overcome the problem. They probably ex­
perienced a great deal of discomfort in both family and work settings. 
They tended to have recurring periods of dejection and apathy inter­
spersed with spells of anger, anxiety, or euphoria and may report sleep 
disturbances. They likely have been dependent and react intensely to 
separation, but they are also ambivalent about others and simultaneous­
ly experience conflicting emotions and thoughts toward others. There 
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was also some Indication from the profile interpretation that they 
expressed their anxieties via somatization and thus reported a great 
many nonspecific pains and feeling of ill health. 
The KVAMC medical records data available for Group I indicates 
that nearly all of the subjects have a suggestion of organic brain 
impairment as seen from their scores on the Trail-Making-Test (Reitan, 
1971) (i.e., time and/or error scores in the questionnaire range). The 
clinical records of these patients indicated that most of them sought 
treatment as a result of a specific incident (e.g., sickness, critical 
financial situation, acute distress) and that they saw themselves as 
lonely and depressed. Several of them had been referred for medication 
evaluation due to complaints of "nervousness" and "depression." Nearly 
all of the patients in this group had a long history of alcohol abuse. 
In addition, they are the oldest of the seven groups, with an average age 
of 53.0 years. In general, their living environments were quite un­
stable; many of them were indigent. 
Cluster II 
Group II (N=8) was likely to exhibit a borderline personality 
profile characterized by high points on scales 8, 7, 4, 6, 2, 1, and 9. 
This group would be described by a Welsh code index of 8**7*642"19'350-
L:F**K: and was graphically depicted in Figure 4. The research litera­
ture (e.g., Webb and McNamara, 1970; Greene, 1980; Stone, 1980) in­
dicated that people with this profile were angry and suspicious of 
others, they tended to blame others for their problems, and generally 
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experienced a significant amount of current life distress. They were 
very worried about going "crazy" and losing control of their behavior. 
Anxiety was generally a greater problem for them than was depression, 
although they may have experienced periods of dysphoria. In general, 
they were likely to be in less distress and exhibit less depression if 
others would cooperate and meet their many demands. 
They tended to be extremely hostile, oral dependent people who 
were likely to interact with people in passive-aggressive ways. They 
reported experiencing some confusion and unusual thoughts and feelings, 
but this tends to be a result of drug and/or alcohol use rather than 
any underlying psychotic thought process. People with this profile are 
usually described in the literature as very manipulative, especially 
in interpersonal relationships. They tended to lack confidence and 
frequently had inadequate sexual adjustment including difficulty with 
heterosexual relationships and poor sexual performance. They often 
have used drinking as a means to relax and to ease their life distress 
which stems in large part from not having their vast dependency needs 
met. 
This group had MCMI high points on scales 2, 3, 8, S, C, A, D, and 
B (see Figure 5). This profile has been characterized in the MCMI 
interpretive manual (Millon, 1983) as a passive-aggressive, avoidant, 
and dependent type of personality functioning as well as exhibiting 
moderate levels of schizotypal and borderline personality traits. 
They tended to have been emotionally labile, have been easily frus-
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trated, and interacted with others in a passive-aggressive manner. 
Studies have reported that they may find pleasure in demoralizing and 
undermining others. MMPI manuals suggest that they have a discontented 
self image and often exhibit interpersonal ambivalence, vacillating 
between their desire for affection and their mistrust of others. They 
have been described as experiencing mild cognitive interference from 
. disruptive thoughts and have reported feelings of depersonalization. 
In addition, people in this group tend to be socially isolated 
and form a minimum of personal attachments. They feel estranged from 
others and themselves and may have experienced some nondelusional 
autistic thinking and engaged in behavioral eccentricities. They have 
been reported to be preoccupied with securing affection and maintaining 
emotional support, but are afraid to approach people who may supply 
these things. As a result, they have difficulty developing inter­
personal relationships. 
The KVAMC treatment records for the subjects in group II indicated 
that the staff and other patients saw them as rebellious and uncoopera­
tive. They all had an extensive history of problems with authority, 
which included frequent drug abuse and prison sentences for theft. 
Nearly all of the patients in this group had reported problems with 
impulse control. They were seen as flippant, arrogant, and sarcastic 
in treatment by the treatment personnel. Several of these subjects re­
ported past suicidal ideation and/or suicide attempts. They had a his­
tory of becoming violent when drunk and they were generally immature 
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and hostile. They were the youngest group with an average age of 34.75 
years. 
Cluster III 
Group III (N=25) (see Figure 6) showed an MMPI profile which was 
within normal bounds with no scales above a T-score of 70 and would be 
described by the Welsh index as 4-293578601/ L;F/K/. The research 
literature (e.g., Stone, 1980; Graham, 1983; Lachar, 1985) for this 
profile suggested that as a group they did not appear seriously dis­
turbed and did not act out behaviorally. They did not express a de­
sire for treatment, and did not believe that they had a problem. They 
were not experiencing any discomfort over their situation at the time, 
despite being in an in-patient alcohol treatment program. The under­
lying characteristics of this group might indicate unconventional 
behavioral tendencies and some slight dysphoric feelings. 
The MCMI scores for this group were largely within normal bounds; 
only scales 6 and B had a BR score at or above 75. This profile was 
graphically depicted in Figure 7. This group has a profile pattern 
that the interruptive manual (Millon, 1983) indicated was mildly sug­
gestive of antisocial and narcissistic behavior patterns. They may 
have been hostile and aggressive at times and exploited other people 
without regard for the rights of others and their own personal in­
tegrity. They are likely to be seen by others as egotistical and arro­
gant and are reported to enjoy derogating and humiliating others. The 
profile for this group is moderately suggestive of the presence of 
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both drug and alcohol abuse. 
As noted in their KVAMC clinical files, many of the subjects in 
Group III have had problems with authority. Both testing and clinical 
observation, documented in their psychological files, indicated the 
presence of cerebral dysfunction for about one-half of these cases. 
Generally, these subjects did not feel that alcohol was a problem for 
them despite overwhelming evidence to the contrary (e.g., multiple 
operating [a vehicle] while intoxicated (OWI) arrests, multiple di­
vorces) . They were generally regarded by the treatment team as not 
particularly motivated for treatment. 
Cluster IV 
The Group IV (N=33) MMPI profile was characterized by high points 
on scales 2 and 4 (see Figure 8) and would be described by a Welsh 
code index as 24'786950-31/ L:F-K:. The research literature (e.g., 
Greene, 1980; Graham, 1983) indicated that this group was most clear­
ly defined as people who were suffering from a mild situational dis­
turbance, and experiencing a mild amount of distress. They may have 
had some degree of immaturity and a strong resentment toward others. 
They may also have been prone to mood problems, with dysphoria more 
prominent than mania. The depression they felt often abated when 
they escaped from the stressful situation in which they found them­
selves. They seemed to have had good insight but the prospects for 
long range change were poor despite their seemingly genuine promise 
to "do better." It has been speculated (Spiegel, Hadley, & Hadley, 
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1970) that drinking behavior provided a temporary reduction in the 
sense of frustration these people felt about their lives. Drinking 
rewarded them with a momentary escape from self-dissatisfaction and 
provided a sense of euphoria and strength that they normally felt they 
lacked. As a group they were the most likely to be labeled as alcoholic 
and were often acutely intoxicated at admission. Their drinking history 
often included periods of intense drinking in which they were not sober 
for days, alternating with weeks or months where they did not drink 
at all. 
People with this profile, as indicated in MMPI interpretive manuals, 
also tend to have had a lengthy history of arrests and hospitalizations 
related to alcohol abuse. They were descirbed as having had a high need 
for affection. ÏThen their needs were not met, they reported feelings 
of hostility and resentment, but were unable to express these feelings 
directly. They tended to blame others for their difficulties. 
Group IV was characterized on the MCMI by a high point on scale 
B. This profile was graphically depicted in Figure 19 (see Figure 9). 
The interruptive manul (Millon, 1983) indicated that this profile was 
distinguished by the presence of a scale indicating alcohol abuse 
which was likely a long standing problem. The absence of any clear 
indication of pathology or poor functioning on a daily basis was unique 
to this group. 
However, a review of the KVAMC clinical treatment records for 
Group IV indicated that 28 of the 33 persons in this group (85%) had a 
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long history of alcohol abuse. Approximately 42% (14 of 33) had a 
known history of trouble with authority (e.g., OWI arrests, assault 
and battery charges while drunk). Most of the subjects in this group 
were divorced or were never married. This group appeared to be having 
a significant amount of difficulty with daily functioning despite the 
lack of MCMI test indicators in this area. 
Cluster V 
The modal profile for group V (N=15) (see Figure 10) involved sig­
nificant scale elevations only on scale 4. It had a Welsh code index 
of 4'92861-725/0; L/F/K-. This profile configuration was similar to that 
described by Gilberstadt and Duker (1965) as a personality trait dis­
turbance. This group had a profile that was often referred to in the 
literature (e.g., Webb and McNamara, 1979; Greene, 1980; Graham, 1983) 
as a character disorder profile. Persons with this profile have been 
described as having been irresponsible, immature, demanding, egocentric, 
and impulsive. They had poor relationships with others, especially with 
authority figures. They often lacked insight into their own behavior 
authority figures. They often lacked insight into their own behavior 
and were shallow in their feelings for others. These subjects had a 
low tolerance for frustration, and this quality combined with their 
poorly controlled anger and poor self-control in general often resulted 
in outbursts of physical aggression. 
The interpretative literature suggested that these people usually 
entered into treatment only as a result of a referral from a social 
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agency (e.g., courts) and once this agency no longer required treat­
ment they usually left. These men tended to externalize blame and 
had little insight into their own behavior. They frequently had a 
history of sexual maladjustment with a high frequency of perverse sexual 
behavior and extramarital acting out. Men with this kind of profile 
frequently exhibited a parasitic kind of dependency on the women in 
their lives (primarily wives). In general, people with this profile 
were characterized by a lack of social conformity or self-control and 
a tendency to get into minor social and legal difficulties. They were 
emotionally unstable and related to others in manipulative ways. 
The MCMI profile for Group V had high point scores on scales 4, 
5, and B (see Figure 11). This group was characterized by the presence 
of a narcissistic and histrionic personality pattern. According to 
the MCMI manual interpretation (Millon, 1983), this group was likely 
to have an inflated self-image. They saw themselves as gregarious, 
stimulating, and charming while others tended to see them as egotistical, 
haughty, and arrogant. They tended to integrate experience poorly 
resulting in undependable, erratic, and flightly judgment. They were 
described as immature, engaged in stimulus-seeking behavior while flout­
ing social conventions, and exhibited an indifference to the rights of 
others. These people were interpersonally exploitive, tended to manipu­
late others, and in order to gain attention they engaged in childishly 
exhibitionistic behavior. This type of profile was moderately indicative 
of the presence of alcohol abuse and suggestive of drug abuse. 
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A review of the KVAIdC clinical treatment records for Group V 
showed that nearly one-half (7 of 15) of the subjects in this group 
had a strong indication of organic brain dysfunction, which in sever­
al cases was clearly noted to have been caused by extended periods of 
alcohol abuse. Nearly all of these men were experiencing severe prob­
lems with interpersonal relationships; two-thirds of them were divorced 
or separated. They had a history of problems with authority and they 
tended to become violent when drunk. Several of the subjects in this 
group also had signs of physical dependence on alcohol (e.g., delirium 
tremens). 
Cluster VI 
Group VI (N=16) was characterized by high points on scales 8, 
7, 2, 1, 4, 9, and 3 and was best described by a Welsh code index as 
8A721"493'60-5/ L:F'K:. This profile was graphically depicted in 
Figure 12. The research literature indicated that this configuration 
exhibited a borderline personality profile similar to the one found 
in Group II. However, the psychopathology exhibited by this group, 
based upon the interpretations consistent with the literature (e.g., 
Greene, 1980; Graham, 1983; Lachar, 1985), appeared to have been less 
severe than that shown in Group II. Group VI tended to be less angry 
but more worried about losing control and going crazy than did the 
patients in Group II. The subjects in this group had a tendency to 
blame themselves for all their problems rather than blame others as 
did the subjects in Group II. These men were hostile oral dependent 
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people who were unable to get their needs met because they overwhelmed 
others with their demands for attention. They were likely to experience 
some confusion and unusual thoughts and feelings that may have been a 
result of drug and/or alcohol abuse. These subjects were likely to 
drink in order to ease their worries about going crazy. 
Group VI has an MCMI profile that is characterized by high points 
•on scales 2, 3, 8, C, A, D, and B. This profile is depicted graphical­
ly in Figure 13. It is described by passive-aggressive, avoidant, and 
dependent personality patterns as well as by a borderline personality 
disorder. In addition, this group exhibited symptoms of anxiety, de­
pression, and alcohol abuse with additional suggestions of drug abuse. 
MCMI manual interpretation (Millon, 1983) indicated that these men 
tended to be impulsive, feel misunderstood, unappreciated, and they 
seemingly found pleasure in demoralizing and undermining others. They 
have been described as moody and easily frustrated; often vacillating 
between their desire for affection and a fear of feelings. The litera­
ture indicates that persons with this profile exhibited a social pan-
anxiety that prevented them from forming close interpersonal relation­
ships. They tended to have an alienated self-image and often described 
their lives in terms of social isolation and rejection. These men 
devalued themselves and may have reported periods of feeling empty as 
well as periods of depersonalization. 
The manual interpretation indicated that subjects with this pro­
file tended to be either depressed or excited, often without reference 
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to external events. They may have had periods of dejection and apathy 
interspersed with spells of anger, anxiety, or euphoria. They were 
preoccupied with securing affection and maintaining emotional support. 
These subjects reacted intensely to separation and may have reported 
haunting fears of isolation and loss. Despite an intense need for 
interpersonal dependence, they have had a great deal of difficulty 
forming relationships and, in fact, would seek privacy. They were 
oversensitive and tended to overinterpret innocuous behavior as signs 
of ridicule, humiliation, or potential threat. 
A review of the KVAMC clinical treatment records for this group 
indicated that several of the members of Group VI had received service-
connected disability compensation and a few more were seeking such 
compensation (e.g., exposure to Agent Orange). As a group they tended 
to be hostile and aggressive when drunk and tended to leave treatment 
early. Many of these men expressed negative self-evaluations and re­
ported that they drank because they were bored, lonely, and frustrated. 
About one-half were married but many of these reported poor marital 
relationships. Most of these subjects reported to treatment personnel 
that they were depressed. For those where length of abuse was known, 
the average number of years of abuse for this group was 19.9 years 
which was the longest among all the groups (differences between the 
groups for number of years of abuse was not statistically significant). 
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Cluster VII 
Group VII (N=18) had MMPI high point codes on scales 2, 1, 4, 3, 
and 7 and would be described by the Welsh code index as 
2"1437'8056-9/ L:F-K:. This profile is graphically depicted in Figure 
14. Group VII like Group I has an MMPI profile that is similar to 
the 1-2-3-4 type as described by Gilberstadt and Duker (1965). The 
major difference between the two groups was that this group was more 
introverted and had fewer somatic complaints than did Group I. Where 
interpretative manuals (e.g., Marks, Seeman, and Haller, 1974; Graham, 
1983; Larchar, 1985) indicated that anxiety was greater than depression 
for Group I, depression was the prominent symptom with this group. 
Little else differentiated the two groups. Gilberstadt and Duker 
(1965) described both these groups as people who were unable to main­
tain their emotional equilibrium under stress because of disturbances 
in emotional development. They were seen as immature and very de­
pendent. They became angry with others when their needs were not met, 
which happened often because their needs were so great that no one 
else could adequately satisfy them. 
Group VII's MCMI profile was characterized by high points on 
scales A and B (see Figure 15). The MCMI interpretative manual 
(Millon, 1983) indicated that people with this profile have had symp­
toms of alcohol abuse and anxiety. They are likely to have had a 
history of alcoholism and may have had many unsuccessful attempts to 
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overcome the problem. They may have felt vaguely apprehensive or had 
specific phobias. They were typically described as intense, inde­
cisive, and restless. These subjects tended to complain of a variety 
of physical discomforts which were usually vague or ill-defined in 
nature. 
A review of the KVAMC clinical treatment records showed that most 
of the members of Group VII had a long history of alcohol abuse and 
many had been treated for additional psychiatric problems. Some of 
these subjects had signs of physical dependence on alcohol. Most of 
them were unemployed and a few were indigent. Generally, the clinical 
staff felt that motivation for treatment was poor. For those subjects 
where length of abuse was known, this group had an average number of 
years of abuse of 15.92. 
Alternative Cluster Solutions 
Seven groups were chosen for the initial cluster analysis solu­
tion because prior research indicated that this number of distinct 
personality groups (Nerviano and Gross, 1983) could be identified in 
the literature. In addition to the seven cluster solution, the cluster 
analysis program (SPSS Inc., 1986) created a five group, and a four 
group cluster solution. The five cluster solution was formed by com­
bining Group I and Group VII and by combining Group II and Group VI 
from the seven cluster solution. The four cluster solution was formed 
by combining Group III and Group V from the five cluster solution. 
Examination of the results of these alternative cluster solutions 
72 
indicated that the data for the present study could be best described 
and accounted for by the five group solution instead of the seven group 
solution. 
As noted above, the five cluster solution and the resultant 
groups were formed by combining Groups I and VII as well as Groups II 
and VI. Group I (see Figure 2) and Group VII (see Figure 14) could be 
combined without significantly altering the appearance of the MMPI 
profile for the combined groups (see Figure 16). There is little "real" 
difference between the groups that were combined. For Groups I and VII 
the main differences were reflected in the degree of Introversion and 
the degree and number of somatic complaints. Group II (see Figure *4) 
and Group VI (see Figure 12) could also be combined without significant­
ly altering the MMPI Profile interpretation (see Figure 17). The major 
differences between Group II and VI were in amount of anger, anxiety, 
and the fear of losing control. The presence or absence of these 
and other clinical signs is the same for both groups: the groups just 
differ in the amount and severity of the signs. 
The four cluster solution and the resultant groups were formed by 
combining Group III and Group V of the five cluster solution. Group III 
(see Figure 6) has a profile configuration that is essentially within 
normal bounds, while Group V (see Figure 10) showed a profile usually 
associated with a personality trait disturbance. While these two 
groups were similar in that they lacked many of the significant clinical 
signs of anxiety, depression, and distress, they differed on a signlfl-
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cant point, that of a characterological disorder. People with an MMPI 
profile like that of Group V were described as irresponsible, immature, 
demanding, egocentric, and impulsive (e.g., Gilberstadt & Duker, 1965; 
Greene, 1980; Greene, 1983). They generally had poor self-control and 
were subject to outbursts of physical aggression. On the other hand, 
people with an MMPI profile similar to that found in Group III were 
•not considered to be seriously disturbed and did not believe that they 
had a problem (e.g., Greene, 1980; Graham, 1983; Lachar, 1985). 
As indicated for the five group cluster solution above, there 
was evidence that the groups differed only in the quantity of the 
clinical symptoms, not in the quality of the profile; therefore, com­
bining the groups did not change the overall configuration of the 
profiles, only the magnitude of the elevations. However, combining 
Group III and Group V would change the interpretation of the resultant 
profile (see Figure 18) from that of either of the groups before unifi­
cation. Therefore, it appeared that for the present study, the five 
cluster solution described and defined the data much more effectively 
than did the four cluster solution. The four cluster solution created 
a group that diminished the meaningful and clinically significant dif­
ferences in the data, whereas the five group cluster solution pre­
served these differences. 
Further evidence for this conclusion was provided by the MCMI data 
for the clusters obtained from the MMPI profile. Group I (see Figure 
3) and VII (see Figure 15) show an MCMI data pattern similar to that 
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found in the MMPI data; that is, Group I and VII differ only in the 
magnitude of the scale elevations and not on which scales the eleva­
tions occur (see Figure 19). This also was true with Groups II (see 
Figure 5) and VI (see Figure 13): the scales which were elevated were 
the same for both groups and the magnitude of the elevations differ 
(see Figure 20). As with the MMPI data the MCMI data for Group III 
(see Figure 7) and V (see Figure 11) were substantially different and 
combining them (see Figure 21) would change the interpretation of the 
combined group data. As with the MMPI data the MCMI data from Group II 
was essentially within normal limits. 
For the remainder of this paper, the groups will be referred to 
by number as determined from the five cluster solution (see Figures 
22 to 31). The five groups formed in this solution are: Group I (N=28) 
a 1-2-3-4 high point MMPI profile; Group II (N-24) an 8-7-2 high point 
MMPI profile; Group III (N=25) an MldPI profile within normal limits; 
Group IV (N=35) a 2-4 high point MMPI profile; and Group V (N=15) a 
4 high point MMPI profile. It should be noted that this recombination 
produced a much more even distribution of subjects across clusters than 
the seven cluster solution, thus adding additional support for the no­
tion that the five cluster solution was optimal for the present data. 
Differentiation between the Five Groups 
The cluster analysis was done on the MMPI data, therefore it was 
expected that there would be a great deal of difference between the 
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Figure 19. Average MCMI profiles for Clusters I and VII of the seven cluster solution and 
for the combination of those two clusters 
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Figure 20. Average MCMI profiles for Clusters II and VI of the seven cluster solution and 
for the combination of those two clusters 
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Figure 21. Average MCMI profile for Clusters III 
the combination of those two clusters 
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and V of the seven cluster solution and for 
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Figure 22. Average MMPI profile for Cluster I of the five cluster 
solution 
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Figure 23. Average MCMI profile for Cluster I of the five cluster solution 
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Figure 24. Average MMPI profile, for Cluster II of the five cluster 
solution 
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Figure 25. Average MCMI profile for Cluster II of the five cluster solution 
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Figure 26. Average MNPI profile for Cluster III of the five cluster 
solution 
1  2 3 4 5 6 7 8 S C P A H N D B T S S C C P P  
115 lis 
110 110 
105 105 
100 100 
95 
90 
85 
80 80 
75 
70 70 
65 65 
60 60 
55 
50 50 
45 45 
40 40 
35 
S S  C C  P P  
Figure 27. Average MCMI profile for Cluster III of the five cluster solution 
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Figure 28. Average MMPI profile for Cluster IV of the five cluster 
solution 
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Figure 29. Average MCMI profile for Cluster IV of the five cluster solution 
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Figure 30. Average MMPI profile for Cluster V of the five cluster 
solution 
Figure 31. Average MCMI profile for Cluster V of the five cluster solution 
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groups on that dimension. However, other data were available and the 
clusters were compared and contrasted with regards to that informa­
tion. It was expected that there also would be differences between 
the clusters on these dimensions. 
Of the twenty MCMI scales only two, the paranoid scale of the 
pathological personality disorders and the psychotic delusion scale 
of the clinical symptom syndromes had difference between the five 
groups which were not statistically significant (F=1.36; p<.20 and 
F=.67; p<.60, respectively). The other 18 MCMI scales had differences 
between the five groups that were statistically significant (p .01) 
(see Table 2). The differences between the five cluster groups were 
statistically significant for all 13 of the MMPI scales (see Table 3). 
Additional data for each subject was collected for the individuals 
clinical files. This information included estimated WAIS I.Q. based 
on the Shipley Institute of Living Scale (Zachary, 1986), the Trailmaking 
Test (Test A and Test B) (Reitan, 1971), a screening test for organic 
brain damage, and progress in treatment as noted in the chart by clinical 
staff. The Shipley I.Q. scores and the Trails A and Trails B scores 
are compared for each of the five groups. The differences between the 
scores for each of the five groups was not significantly different (see 
Table 4). 
Also available in the chart, was information about the age of the 
subjects, the number of years of alcohol abuse as indicated by the sub­
jects, and the number of admissions for alcohol treatment as documented 
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Table 2 
ANOVA for MCMI Scales by Group 
Group 
MCMI Scale 1 2 3 4 5 df F 
Scale 1 
N 28 24 24 33 15 124 17.58* 
X 63 70 37 58 24 
SD 21 22 18 24 11 
Scale 2 
N 28 24 25 33 15 124 31.10* 
X 64 81 34 66 23 
SD 21 17 18 23 15 
Scale 3 
N 28 24 25 33 25 124 4.09* 
X 70 77 51 67 55 
SD 27 22 26 26 22 
Scale 4 
N 28 24 25 33 15 124 9.25* 
X 47 48 64 51 81 
SD 17 28 18 21 14 
Ap < .01. 
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Table 2 (continued) 
MCMI Scale 1 2 
Group 
3 4 5 df F 
Scale 5 
N 28 24 25 33 15 124 5.67* 
X 48 44 72 51 77 
SD 20 23 15 19 14 
Scale 6 
N 28 24 25 33 15 124 3.33* 
X 55 58 74 59 68 
SD 25 25 17 22 14 
Scale 7 
N 28 24 25 33 15 124 14.50* 
X 52 29 62 50 64 
SD 14 19 16 21 14 
Scale 8 
N 28 24 25 33 15 124 27.92* 
X 65 88 42 65 42 
SD 20 11 16 19 15 
Scale S 
N 28 24 25 33 15 124 9.25* 
X 63 73 46 61 39 
SD 13 15 19 18 18 
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Table 2 (continued) 
Group 
MCMI Scale 1 2 3 4 5 df F 
Scale C 
N 28 24 25 33 15 124 18.12* 
X 68 81 48 61 54 
SD 14 10 15 15 18 
Scale P 
N 28 24 25 33 15 124 .25 
X 62 69 69 62 63 
SD 20 14 15 16 18 
Scale A 
N 28 24 25 33 15 124 17.49* 
X 79 89 50 66 53 
SD 19 12 20 21 23 
Scale H 
N 28 24 25 33 15 124 11.15* 
X 63 69 44 53 53 
SD 13 12 18 14 16 
Scale N 
N 28 24 25 33 15 124 3.68* 
X 32 60 40 36 46 
SD 28 31 28 26 30 
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Table 2 (continued) 
Group 
MCMI Scale 1 2 3 4 5 df F 
Scale D 
N 28 24 25 33 15 124 18.89* 
X 73 87 43 66 45 
SD 18 10 23 22 26 
Scale B 
N 28 24 25 33 15 124 6.52* 
X 84 91 77 82 79 
SD 10 8 11 12 9 
Scale T 
N 28 24 25 33 15 124 4.17* 
X 59 74 68 61 72 
SD 15 15 14 19 12 
Scale SS 
N 28 24 25 33 15 124 11.41* 
X 57 66 49 58 43 
SD 14 9 13 10 14 
Scale CC 
N 28 24 25 33 15 124 20.86* 
X 59 68 41 56 44 
SD 10 10 15 13 6 
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Table 2 (continued) 
Group 
MCMI Scale 1 2 3 4 5 
Scale PP 
N 28 24 25 33 15 
X 58 55 57 55 49 
SD 18 18 15 19 25 
df 
124 .61 
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Table 3 
ANOVA for MMPI data 
Group 
MMPI Scale 12 3 4 5 df F 
Scale L 
N 28 24 25 33 15 124 8 .97*  
X 3 2 4 3 5 
S D  1 1 2  1 2  
Scale F 
N 28 24 25 33 15 124 30.03* 
X 9 17 5 9 7 
SD 4 6 2 3 5 
Scale K 
N 28 24 25 33 15 124 31.39* 
X 11 8 13 10 18 
SD 4 2 3 3 3 
Scale 1 
N 28 24 25 33 15 124 38.91* 
X 23 23 12 12 16 
SD 5 5 3 4 5 
*p < .01. 
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Table 3 (continued) 
Group 
MMPI Scale 1 2 3 4 5 df F 
Scale 2 
N 28 24 25 33 15 124 44.26* 
X 32 32 21 25 20 
SD 4 5 3 4 4 
Scale 3 
N 28 24 25 33 15 124 38.98* 
X 30 27 19 19 25 
SD 5 5 3 4 4 
Scale 4 
N 28 24 25 33 15 124 14.68* 
X 30 32 24 28 30 
SD 4 4 4 4 4 
Scale 5 
N 28 24 25 33 15 124 4.45* 
X 27 27 22 27 24 
SD 6 5 4 4 4 
Scale 6 
N 28 24 25 33 15 124 22.98* 
X 13 17 8 12 11 
SD 3 4 2 3 3 
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Table 3 (continued) 
Group 
MMPI Scale 1 2 3 4 5 
Scale 7 
N 28 24 25 33 15 
X 35 . 41 24 31 28 
SD 5 6 4 4 3 
Scale 8 
N 28 24 25 33 15 
X 33 46 24 30 29 
df 
124 44.89* 
124 62.48* 
SD 6 6 5 4 5 
Scale 9 
N 28 24 25 33 15 124 9.18* 
X 20 27 21 22 23 
SD 3 4 4 4 5 
Scale 0 
N 28 24 25 33 15 124 23.24* 
X 36 39 26 36 17 
SD 10 10 7 8 6 
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Table 4 
ANOVA for Shipley I.Q. and Trails A and B 
Group 
Variables 1 2 3 4 5 df F 
I 1 
Shipley I.Q. Scores 
N 28 24 25 32 15 123 1.01 
X 100 101 102 105 108 
SD 12 13 10 12 11 
A 
N 28 24 25 32 15 123 .73 
X 41 47 45 39 44 
SD 15 22 18 17 26 
B 
N 28 23 25 32 15 122 1.05 
X 115 95 123 97 102 
SD 40 46 77 70 60 
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in the chart (information about number of admissions and number of years 
of alcohol abuse is partially self-report and likely not fully accurate). 
The difference between the five groups on years of abuse and number of 
admissions was not statistically significant. However, the age vari­
able was statistically significant between the five groups (F=2.71, 
p<.05) (see Table 5a). Table 5b depicts a summary of the Welsh code 
and additional data for the five clusters. 
Intercorrelations between the MMPI and the MCMI 
Millon (1983) in his MCMI manual presented the correlations 
between the MMPI and the MCMI as found during the development and vali­
dation of the MCMI. These correlations were compared with the correla­
tions between the MMPI and the MCMI in the present study (see Table 6). 
Ninety-one (36%) of the correlations from the present study differed 
plus or minus .05 or less from the correlations found in Millon's 
original validation studies. Seventy-one (28%) of the correlations 
were plus or minus .05 to .10 different, 41 (16%) were plus or minus 
.10 to .15 different, 28 (11%) were plus or minus .15 to .20 different 
and the remaining 22 (9%) were more than plus or minus .20 different. 
The largest difference found was .41 between the MMPI scale 6 and the 
MCMI scale 6. The present study showed a moderately negative correla­
tion of -.14 where the Millon study showed a moderately positive cor­
relation of +.27. 
The present study contains a much more restricted sample than 
that used by Millon. However, the MCMI appears primarily to measure 
101b 
the same concepts for this restricted sample as it did for Millon's 
validation sample. 
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Table 5a 
ANOVA of Additional Chart Information 
Group 
Variables 1 2 3 4 5 df F 
Years of alcohol abuse 
N 19 16 17 20 8 79 1.24 
X 15 15 11 13 7 
SD 9 11 11 7 9 
Number of admissions for treatment 
N 28 24 25 33 15 124 2.22 
X 3 3 2 3 4 
SD 2 2 2 2 3 
Age 
N 28 24 25 33 15 124 2.71* 
X 50 40 43 42 43 
SD 9 12 12 12 13 
*p < .05. 
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Table 5b 
Summary information for the five cluster solution 
Cluster 
Prior 
Welsh code 
Years 
Age admissions abuse IQ 
1 28 124"378'69-50/ 
L: F-K/ 
50 3 15 100 
2 24 8**7*642"19' 
350-L: F**K: 
40 3 15 101 
3 25 4-^3578601/ 
L: F/K/ 
43 2 11 102 
4 33 ^'7869^-31/ 
L: F-K: 
42 3 13 105 
5 15 4'92861-725/0: 
L/F/K-. 
43 4 7 108 
^elsh code: 
Over 99T ** 
90-99T * 
80-89T " 
70-79T ' 
60-69T 
50-59T / 
40-49T : 
30-39T # 
under 30T No symbol 
Underline all clinical scale numbers which are within one T-score 
of each other 
LFK are placed at the end 
Subject self report data. 
Table 6 
Correlations between the MMPI and the MCMI 
MMPI L F K 1 2 
MCMI A B A B A B A B A B 
1 -.11 -.05 .38 .37 -.42 -.31 .23 .24 .58 .39 
2 -.29 -.22 .47 .52 -.59 -.44 .27 .28 .55 .56 
3 -.21 -.08 .21 .15 -.23 — .09 .26 .04 .32 .17 
4 -.03 .03 -.22 -.41 .35 .32 -.17 -.08 -.50 -.41 
5 .18 .16 -.30 -.38 .41 .25 -.22 -.24 -.58 -.52 
6 .10 .10 -.20 -.12 .14 -.04 -.17 -.08 -.34 -.26 
7 .42 .33 -.47 -.53 .50 .51 -.18 -.24 -.25 -.34 
8 -.40 -.34 .55 .58 -.57 -.53 .30 .31 .45 .55 
S -.22 -.18 .41 .47 -.41 -.42 .24 .28 .56 .56 
C -.30 -.28 .47 .51 -.40 -. 46 .44 .47 .49 .68 
P .04 .11 .10 .22 -.12 -.23 .11 .12 -.05 -.13 
A -.29 -.24 .40 .42 -.40 -.40 .52 .47 .55 .57 
H -.17 -.29 .33 .38 -.26 -.37 .53 .35 .43 .42 
N -.22 .09 .26 .19 -.17 .01 .16 .09 -.11 -.18 
D -.27 -.27 .39 .46 -.36 -.39 .42 .46 .56 .70 
B -.34 -.33 .32 .40 -.26 -.38 .31 .27 .22 .35 
T -.17 -.03 .18 .31 .00 -.07 .01 .18 —. 26 .02 
SS -.16 -.16 .46 .39 -.53 -.46 .16 .25 .43 .31 
CC -.22 -.25 .43 .44 -.45 -.43 .32 .43 .52 .63 
PP .16 .14 .04 .08 -.20 -.15 .11 .02 .11 -.11 
- correlation from current study 
B - correlation from MCMI manual. 
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A 
3 
B A 
4 
B A 
5 
B A 
6 
B A 
7 
B 
.15 .14 .09 .16 .23 .06 .30 .16 .52 .33 
.13 .24 .10 .13 .25 .02 .41 .29 .57 .45 
.12 .03 -.04 -.15 .23 -.03 .19 -.03 .41 .36 
1 O
 
-.12 .08 .09 -.16 .01 -.14 -.05 -.31 -.35 
-.16 -.18 -.01 .21 -.28 .02 -.22 -.03 — .49 -.52 
-.12 -.06 .05 .17 -.31 .00 -.14 .27 -.34 -.37 
-.14 -.22 -.30 — .46 -.15 -.20 -.46 -.28 — .46 -.41 
.26 .37 .34 .42 .20 .14 .54 .29 .63 .54 
.12 .28 .07 .15 .21 .07 .32 .29 .50 .50 
.40 .46 .26 .07 .22 -.04 .45 .35 .57 .61 
-.01 .05 -.01 .12 -.28 -.15 .11 .41 -.11 -.14 
.42 .37 .16 .21 .16 .04 .38 .27 .57 .41 
.40 .45 .12 .16 .18 .02 .33 .30 .47 .49 
.07 .07 .16 .19 -.06 -.09 .31 .27 .12 -.05 
.38 .39 .19 .20 .19 .13 .38 .31 .58 .58 
.30 .15 .25 .31 .21 —. 09 .30 .37 .45 .46 
.02 .12 .26 .37 -.09 .01 .17 .43 .02 .09 
.06 .17 .10 .18 .20 .12 .39 .39 .44 .41 
.30 .39 .16 .24 .21 .03 .47 .38 .62 .55 
-.02 -.12 -.12 .09 -.16 -.16 .09 .39 -.02 -.19 
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Table 6 (continued) 
MMPI 8 9 10 
MCMI A B A B A B 
1 .44 .47 -.13 -.17 .74 .64 
2 .54 .59 .05 .07 .72 .62 
3 .27 .20 -.11 -.22 .37 .33 
4 -.23 -.33 .32 .34 -.75 -.61 
5 -.38 -.42 .21 .32 -.75 -.72 
6 -.26 -.26 .23 .36 -.44 -.44 
7 -.52 -.51 -.50 -.38 -.22 -.03 
8 .60 .52 .37 .22 .40 .31 
S .47 .65 -.15 .04 .71 . 66 
C .56 .58 .14 .13 .39 .27 
P .05 .22 .21 .24 -.20 -.42 
A .53 .50 .08 .09 .43 .39 
H .46 .43 .08 .12 .27 .31 
N .29 .13 .53 . 66 -.35 -.59 
D .52 .41 .02 .06 .50 .38 
B .34 .40 .28 .39 .05 .17 
T .12 .22 .49 .59 -.44 -.39 
SS .45 .61 .13 .10 .49 .41 
cc .53 .52 .17 .06 .46 .31 
FF -.04 .23 -.04 -.07 .00 -.27 
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DISCUSSION 
Distinct Clusters 
The present study found that five (5) distinct clusters could be 
formed from data based upon standard scores formed from K-corrected 
raw scores from the 13 MMPI scales (3 validity scales plus 10 clinical 
scales). Graphs representing these configurations are numbered Figure 
8 through Figure 12 and may aid the reader's examination of the dis­
cussion. Group I (N=28) had a configuration that was similar to the 
MMPI profile described by Gilberstadt and Duker (1965) which has a 1, 
2, 3, 4, high point MMPI profile configuration. These people were often 
diagnosed as having personality trait disturbances with alcoholism, 
anxiety, depression, and psychophysiological reactions. They usually 
admitted to a moderate amount of distress and were typically not well 
functioning. 
Group II (N=24), on the other hand, was more clearly described 
as a borderline personality disorder profile. They were described in 
the clinical literature as persons who were angry and suspicious of 
others, and they tended to blame others for their problems. These 
people generally experienced a significant amount of distress in their 
current life circumstances. They were generally considered to be more 
anxious than depressed although they may have experienced periods of 
dysphoria. They generally were passive-aggressive and became angry 
when other people did not meet their dependency needs. They were often 
manipulative, lacked self-confidence and frequently had inadequate 
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sexual adjustment. They usually saw drink as a way to relax and ease 
the distress in their lives. Their highest MMPI scales were 8, 7, 2 
and 4 (Greene, 1980, Graham, 1983). 
Group III (N=25) showed an MMPI profile which is within normal 
bounds. The profile suggested that this was a group that did not ap­
pear seriously disturbed nor did they act out behaviorally. They 
generally were not aware of being depressed nor were they worried. 
They were unlikely to express a desire for treatment, believing that 
they did not have a problem. They were not experiencing any discom­
fort in their situation at the time, despite being on an 
alcohol treatment program. 
Group IV (N=33) showed MMPI high points on scales 2 and 4. This 
group was more clearly defined as people who were suffering from a mild 
situational disturbance; that is, they were experiencing a mild amount 
of distress. They tended to be immature and subject to mood problems 
with dysphoria more prominent than mania. The depression they did feel 
was likely to abate when they escaped from the stressful situation of 
alcohol treatment. Drinking rewarded them with a momentary escape from 
self-dissatisfaction and a sense of euphoria and strength that they 
normally felt they lacked. As a group they were most likely to be 
labeled as alcoholic and they were often acutely intoxicated at admis­
sion. Their drinking histories may have included periods of intense 
drinking where they may not have been sober for days, alternating with 
weeks or months during which they did not drink at all. 
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Group V (N=15) had an MMPI profile configuration that was de­
scribed by Gilberstadt and Duker (1965) as a personality trait dis­
turbance. They had a peak on Scale 4 on the MMPI. People with this 
profile were often referred to in the clinical literature as having 
character disorders and they tended to be irresponsible, immature, 
demanding, egocentric and impulsive. They lacked insight into their 
own behavior and were shallow in their feelings for others. They usual­
ly entered treatment as a result of a referral from a social agency 
(e.g., courts) and once this agency no longer required treatment they 
usually left. 
Comparisons with Other Studies 
The results of this study were compared with 15 other studies 
that examined alcoholic personality typologies. The comparison studies 
found anywhere from three to seven different alcoholic typologies and 
had anywhere from two to five typologies similar to those found in the 
present study. 
Eshbaugh, Tosi and Hoyt (1978) conducted a study with 208 hospi­
talized males. Their hierarchical factor analysis yielded seven dif­
ferent subtypes of alcoholics. Five of these subtypes were similar to 
the five subtypes found in the present study. Warner (1979) conducted 
a study with 400 males in a 28-day residential rehabilitation center. 
He used cluster analysis based on the 10 clinical scales and found three 
subtypes of alcoholics. All three of these were similar to subtypes 
found in the present study. The three groups that were found were 
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Cluster 1, which was the 1, 2, 3, 4 profile described by Gilberstat 
and Duker; Cluster 2, which was the borderline personality profile;; 
and Cluster 4, which was a group of people suffering from a mild situa­
tional disturbance, including a moderate amount of distress. 
Goldstein and Lyndon (1969) conducted a study with 204 male pa­
tients in a state hospital. All of these patients were committed to 
the hospital for alcohol treatment. Their cluster analysis yielded 
four clusters, three of which were similar to the present study. The 
three clusters that were similar were Cluster 1, the 1, 2, 3, 4 pro­
file; Cluster 3, which was a profile within normal bounds; and Cluster 
5, which was a character disorder or sociopathic profile. Profiles not 
found in the Goldstein and Lyndon study which were found in the present 
study were the borderline personality profile and the mild situational 
distress profile. The study done by Svanum and Dallas (1981) used 175 
males and 32 females from a private treatment facility. These were 
all people who were committed to an in-patient alcohol treatment pro­
gram and for whom alcoholism was the primary diagnosis. A cluster analy­
sis of the data indicated four distinct clusters, three of which were 
similar to the present study. The three that were similar were Cluster 
1, the 1, 2, 3, 4 profile; Cluster 2, the borderline personality pro­
file; and Cluster 3, the normal personality profile. The two profiles 
found in the present study but not represented in the Svanum and Dallas 
study were Cluster 4, the mild situational distress profile, and Clus­
ter 5, the sociopathic deviant profile or the character disorder profile. 
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Bean and Karasievich (1975) conducted their study with 207 male 
patients who were committed to an alcohol treatment unit in a VA hos­
pital. A cluster analysis of this data also showed four distinct 
groups, three of which were similar to the present study. Those clus­
ters found in the present study which were similar to Bean and Kara­
sievich' s clusters were Cluster 1, the 1, 2, 3, 4 profile; Cluster 2, 
the borderline personality profile; and Cluster 5, the character 
disorder profile. Not represented in the Bean and Karasievich study 
were two clusters found in the present study: Cluster 3, the normal 
personality profile, and Cluster 4, the mild situational distress pro­
file. It should be noted that although these patients were admitted 
to an alcohol treatment unit, it is unclear if all these subjects were 
alcoholic because little admissions screening was done. 
Other research (Loberg, 1981) also found four subtypes of alco­
holics. Loberg's study was conducted with 109 male alcoholics in an 
in-patient hospital in Normway. Three of the subtypes found by Loberg 
were similar to those of the present study: Cluster 1, the 1, 2, 3, 4 
profile; Cluster 2, the borderline personality profile; and Cluster 3, 
the normal personality profile. Clusters found in the present study 
but not found in Loberg's study were Cluster 4, the mild situational 
distress profile and Cluster 5, the character disorder profile. 
A study which also found four subtypes, three of which were similar 
to the present study, was done by Helter (1976). He conducted an inves­
tigation with 105 male patients in alcohol treatment at a VA hospital. 
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The three subtypes that were found in both studies were Cluster 1, the 1, 
2, 3, 4 profile; Cluster 2, the borderline personality profile; and Clus­
ter 5, the character disorder profile. However, Cluster 5, as found in 
the present study was somewhat less similar to the like profile from Met­
ier 's study than were the other comparison pairs. Not represented in 
Hetler's study were two clusters found in the present study: Cluster 3, 
the normal personality profile, and Cluster 4, the mild situational dis­
tress profile. 
Additional alcoholic personality studies have been conducted. 
However, the next group of studies discussed indicated fewer similari­
ties between their findings and those of the present study than did 
the investigations which have already been described. Kline and Snyder 
(1985) conducted a cluster analysis that yielded three subtypes of al­
coholics. They conducted their study with 94 male alcoholics from 
four different in-patient treatment centers. While the subject pool for 
this study contained both male and female alcoholics, the cluster anal­
ysis was done separately for the groups, and only the results for the 
male group were compared to the present study. The two subtypes that 
were similar between Kline and Snyder's study and the present study 
were Cluster 2, the borderline personality profile, and Cluster 3, 
the normal personality profile. Cripe (1974) conducted a study with 
325 male alcoholics in the Hazelton Treatment Center. His cluster 
analysis yielded three subtypes, two of which were similar to the 
present study. As with Kline and Snyder, the two profiles that were 
similar were Cluster 2, the borderline personality profile, and Cluster 
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3, the normal personality profile. 
Glen, Royer and Custer (1973) conducted a study with 145 male 
in-patients at a VA hospital. Approximately one-half of the sample 
were hospitalized for alcohol treatment and the other one-half for psy­
chiatric treatment. A cluster analysis of the data yielded four sub­
types, two of which are similar to the present study. The two groups 
which were similar were Cluster 1, the 1, 2, 3, 4 profile; and Cluster 
5, the character disorder profile. However, since alcoholic and psy­
chiatric populations were combined in this study, it was unclear whether 
these were truly alcoholic subtypes. Most research in the area does 
not use a combined population but one that is restricted to identified 
alcoholics. 
A study which did us an identified alcoholic population was con­
ducted by Donovan, Chaney and O'Leary (1978). They conducted a study 
with 102 male veterans in an in-patient alcohol treatment program at a 
VA hospital. A cluster analysis of their data yielded four subtypes 
of alcoholics, two of which were similar to the present study. Those 
two were Cluster 2, the borderline personality profile; and Cluster 3, 
the normal personality profile. An additional investigation by White-
lock, Overall and Patrick (1971) used 136 male psychiatric patients 
in their study. All of these patients were prescreened for at least 
moderate alcohol use and most had some problem with alcohol, although 
they were not identified as alcoholics nor were they in an alcohol 
treatment program. Of the four subtypes found in this study, two were 
113 
similar to those found in the present study. They were Cluster 1, the 1, 
2, 3, 4 profile; and Cluster 4, the situational distress profile. 
More recent studies which found results similar to those of the 
present study were the two studies conducted by Nerviano, McCarty and 
McCarty (1980). The first study used 206 male alcoholics in an in­
patient treatment center in a VA hospital. A cluster analysis yielded 
five subtypes, two of which were similar to the present study. The two 
similar groups were Cluster 1, the 1, 2, 3, 4 profile; and Cluster 5, 
the character disorder profile. The second study was conducted with 
244 male out-patients. This study yielded four subtypes, two of which 
are similar to the present study; Cluster 1, the 1, 2, 3, 4 profile; 
and Cluster 5, the character disorder profile. 
The last study whose results were compared with the present one 
was that of Kratz (1974). Kratz conducted his study with 84 males and 
22 females. These were people who were abstinent alcoholics and members 
of AA. A cluster analysis yielded six subtypes, two of which were simi­
lar to the present study. Kratz's study had the least similarity to 
the results found in the present study. Those subtypes that were similar 
were Cluster 3, the normal personality subtype; and Cluster 5, the char­
acter disorder profile. 
Common Personality Profiles across Studies 
Although all the studies examined so far yielded somewhat different 
results, some common profiles were found in many of the studies. Some 
profiles continued to appear in study after study while others were 
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found only once. One supposition might be that the more often a pro­
file occurred across studies the more likely that it was a profile which 
described a subgroup of the alcoholic population in general and not a 
profile that was a result of the type of study conducted or the setting 
in which the study was done. Therefore, these common personality pro­
files were examined. 
The most common profile found across all studies was the profile 
defined as Cluster 1 in the present study, that is, the 1, 2, 3, 4 pro­
file as defined by Gilberstadt and Dukar (1965). Eleven of the 15 
studies reviewed found a profile similar to this one. Nine of the 15 
studies found a profile similar to that described by Cluster 2, the' 
borderline personality profile. Cluster 3, the normal personality pro­
file, and Cluster 5, the character disorder profile, were each found in 
8 of the 15 studies reviewed, while Cluster 4, the mild situational 
disturbance profile was found in three of the studies reviewed. 
While there is a great deal of similarity among studies, no one study 
found results identical to those in the present study. The one that 
came the closest was the study by Eshbaugh, Tosi and Hoyt, which found 
seven subtypes, five of which were similar to the present study. 
Comparisons of Research Procedures 
As noted above, it is possible that some of the differences be­
tween the findings of the various research studies examined in this 
paper were a result of the procedures used in the different research 
projects. Some of the differences that could have occurred include 
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selection of subjects, chronicity of alcohol problems, and setting in 
which the research was done (e.g., in-patient vs. out-patient). In ad­
dition, different approaches to data analysis could account for different 
research findings. These differences include different statistical 
techniques (e.g., a cluster analysis technique other than Ward's Method), 
different data points used in the analysis (e.g., using only the ten 
MMPI clinical scales vs. these ten scales plus the three validity 
scales), different forms of data (e.g., K-corrected vs. non-K-corrected 
MMPI scores or T-scores vs. raw scores), and different test forms (full 
form vs. short form). In addition, other factors such as referral 
source and presence or absence of pre-screening of the test subjectà 
might affect the outcome of any particular study. 
The factors mentioned above with regard to the MMPI would likely 
affect the outcome of a cluster analysis. However, the use of K-
corrected T-scores from the full version of the MMPI, as was done in 
this study, is the most common form of IdMPI data in clinical use. There­
fore, while the results of this study may be different from other inves­
tigations using different combinations of MMPI scales with or without 
K-correction, the clinical utility of the information would not likely 
be diminished by the present methodology. 
The present study used an all-male population from an in-patient 
alcohol treatment program. It is possible that such a population would 
include subjects with more severe personality disorders than those found 
in an out-patient treatment facility or in a group of recovering 
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alcoholics with many years of sobriety. If that were the case then it 
is likely that fewer groups would have been formed in the cluster anal­
ysis. It is less clear how a nonveteran vs. a veteran population 
would influence the study data. 
The choice of cluster analysis as the means of addressing the 
questions posed by this investigation was influenced in part by the 
prior research in the area. Cluster analysis was by far the most com­
mon form of data analysis in the research reviewed for this study. 
As a result, comparisons were made with other studies which used a 
similar type of data analysis. Any study that used a form of data 
that did not appear suitable for cluster analysis or that did not 
actually use cluster analysis would likely find vastly different re­
sults. 
Other Data Available for the Five Subgroups 
The total amount of data available for the present study included 
MMPI scores, MCMI scores, Shipley Institute of Living I.Q. estimates, 
Trailmaking Tests (Test A and Test B) and progress in treatment data 
obtained from the charts. As expected there was a significant differ­
ence between the MMPI scores for the five groups since this was the data 
on which the clusters were created. Of more interest was that the MCMI 
scores for the five groups were also significantly different. That is, 
although the MCMI was not used to form the five clusters, the MCMI pro­
files formed for the five clusters were diagnostically different. How­
ever, the I.Q. estimate obtained from the Shipley Institute of Living 
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Scale and the measure of organic brain dysfunction as measured by the 
Trails A and the Trails B, were not significantly different. That is, 
neither of these measures could be used as a means of classifying the sub­
jects into the five subgroups as defined by the MMPI. Data obtained from 
the chart included age of the subjects, number of admissions for alcohol 
treatment, and number of years of abuse. Neither the number of years of 
abuse nor the number of admissions for alcohol treatment were statis­
tically significant, although some information in this area provided 
an interesting picture of the groups. That information will be dis­
cussed later. Age at the time of last treatment was statistically sig­
nificant in this study with Cluster 1, the 1, 2, 3, 4 profile, being 
the oldest with an average of 50.36 years and Cluster 2, the borderline 
personality profile, being the youngest with an average of 39.46 years. 
The information obtained in this study from all sources can be synthe­
sized to form a total picture of the groups and the differences be­
tween them. 
Composite Clinical Profiles of the Groups 
The clinical records for the subjects in Group I Indicated that 
they were the oldest on average of all subjects in the study with a mean 
age of 50.36 years. They had an average of almost 15 years of abuse, 
which may have been part of the reason for the many somatic complaints 
as indicated by the interpretation of the MMPI. This interpretation 
indicated that they were very dependent men, yet they were likely to 
have had a great deal of difficulty interacting with other people. 
118 
Their behavioral histories suggested that they could not get along 
with people, either at home or at work, and they were very ambivalent 
about others in general. That is, since they were dependent, they 
wanted to be around others so their dependency needs could be met. 
Yet, at the same time, they tended to be uncomfortable with other 
people and therefore wanted to be away from them. Either situation, 
.being with people or being away from people, caused them a great deal 
of anxiety. They tended to express this anxiety through somatization. 
This tendency, as shown from the MMPI interpretation, combined with 
their age, as noted from the clinical records, probably resulted in a 
great many physical complaints which may have brought them in for 
medical and psychiatric treatment quite often. 
As discussed earlier, Group II was a borderline personality pro­
file. Clinical interpretation of this profile indicated that these 
people were very hostile and had a great deal of difficulty in inter­
actions. They tended to be socially isolated and form minimal per­
sonal attachments. They drank in order to relax and to ease the dis­
tress they felt about being around other people. The staff and other 
patients often saw these people as rebellious and uncooperative, and 
they demonstrated an extensive history of problems with authority. 
They had a great deal of difficulty making their way through life be­
cause they never learned to interpret and act on the social cues that 
most people take for granted. A review of the treatment records in­
dicated that on average, this group was the youngest of all the groups. 
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yet this group also had an average years of abuse that was the highest 
for any of the groups. That is, most of the people in this group began 
to drink at a very early age. It can be speculated that this took 
place because of their inability to develop interpersonal relationships, 
even from a very young age. Since profile interpretation indicated 
that they tended to avoid people, it was likely difficult for them to 
have formed an emotional attachment to a therapist, which was generally 
considered necessary for any change to take place in treatment. 
Group III showed an MMPI profile that was within normal bounds. 
The MCMI scores for this group also indicated that this was a group 
that was largely considered normal, although there may have been some 
tendency towards antisocial behavior. Overall, the profile interpreta­
tion for this group indicated that these subjects did not feel that 
alcohol was a problem for them, despite in some cases overwhelming 
evidence to the contrary. It appears from the data that this group 
is the least homogeneous of all the groups; that is, subjects who did 
not clearly fall into one of the other groups may have ended up in 
this group. The wide variety of profiles that may have been placed in 
this group and the general heterogeniety of the group may have accounted 
for the normal appearing MMPI and MCMI profiles. That is, the "real" 
differences between the subjects in the group averaged out into a "nor­
mal" profile. It is difficult to tell at this point whether the sub­
jects in this group truly were within "normal bounds" or whether they 
looked that way on the average because of the wide variety of people in 
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the group. 
Profile interpretation for Group IV indicated that they were 
considered to have a mild situational disturbance with a mild amount 
of distress. Once the pressure, frustration and distress in their 
lives was removed, the depression they felt was likely to abate. They 
appeared to have had good insight but rarely followed through on their 
promised attempts to do better. This was the only group for which 
there were no clear indications of pathology or poor functioning on a 
daily basis. This may have indicated that despite their use of alcohol 
they were able to function adequately in their daily lives. However, 
the information presented by the personality profile interpretation' 
was not consistent with the information found in the clinical records 
for this group. The clinical records indicated a group of men with a 
relatively long period of alcohol abuse. Their average age was 41 and 
their average years of abuse was 13. In general, profile interpreta­
tion indicated that they were likely seen by others as people for 
whom life had not gone well and they drank to escape from the self-
dissatisfaction that was caused by their Inability to meet their goals 
in life. 
Group V were those people whose personality profiles were often 
referred to as character disorder profiles. They had trouble with 
authority figures and generally poor relationships with other people. 
They were shallow in their feelings for others and lacked empathy; 
thus, they had little or no insight into their own behavior. This made 
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it difficult, if not impossible, for them to understand why society 
would not "put up with" their drinking and the associated behavior. 
They almost always entered treatment as a result of being in trouble 
with the law and would leave treatment as soon as their presence there 
was no longer required. It was interesting to note that the clinical 
records for this group indicated that they had the lowest average num­
ber of years of abuse, at seven years, yet had the highest average num­
ber of admissions at nearly four. This indicated that despite a rela­
tively short period of abuse of alcohol, they had often come to the 
attention of the authorities and thus were required to enter treatment 
often. This was likely a result of extreme acting out while under the 
influence of alcohol. 
Comparison of MMPI and MCMI Data 
There was a great deal of overlap between the MMPI and the MCMI 
in terms of what data and/or information they provided. For the present 
study, one of the most meaningful differences was information about 
drug and/or alcohol abuse. MMPI profile data provides secondary in­
formation about alcohol abuse. Existing data on use of the MMPI with 
various populations and studies about the characteristics of certain 
profile types, suggest which profile types were likely or more likely 
than others to use alcohol excessively. Therefore, information about 
drug and alcohol use was provided as part of a general interpretation 
of the profile configuration. However, the MCMI provided a scale 
specifically designed to measure drug abuse and one specifically de-
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signed to measure alcohol abuse. In the present study, both of these 
scales were significantly different for the five clusters. That is, 
despite the fact that all the subjects were in in-patient alcohol treat­
ment, there was a statistical significance between the five clusters on 
the average score for the alcohol scale. The actual difference for some 
of the groups was small enough to not be diagnostically relevant. How­
ever, it was interesting to note that for the groups where the MMPI pro­
file did not have alcohol abuse as part of its general interpretation, 
these same groups did not have alcohol abuse scores in the clinically 
significant range on the MCMI. This would indicate that the alcohol 
abuse scale for the MCMI might be useful in assisting clinicians in 
determining the extent and the length of alcohol abuse for subjects 
in in-patient treatment. In general, the MMPI appeared to provide better 
information about global interpretation o f personality traits and trait 
disturbances. However, this advantage largely came about because of 
the extensive use of the MMPI and the vast amount of research that has 
gone into providing interpretative material for various profile con-
fugurations. If the MCMI were to be used to the extent that the MMPI 
is currently being used, it is possible that the MCMI could also meet 
these same standards. 
The MCMI did provide better information about specific areas of 
functioning; for example, those already mentioned about drug and alco­
hol abuse. Since the MCMI provided scales that dealt with daily func­
tioning, or typical personality traits and behaviors, it was poten­
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tially more useful for providing information about daily functioning, 
interpersonal relationships, and a variety of psychotic thought dis­
orders. The MCMI was designed to provide finer distinctions than the 
MMPI in certain categories; for example, psychotic thought disorders. 
However, the biggest drawback to the MCMI was its lack of use in clinical 
settings. Therefore, it is difficult to tell at this point exactly 
what the relationship is between the scales on the test and the actual 
behaviors that they purport to measure. The current study indicated 
that this relationship was significant. That is, when the MCMI pro­
file interpretation indicated difficulty in daily functioning, informa­
tion from the MMPI and from the clinical record also indicated such 
difficulty. The use of the MCMI in a wider variety of populations as 
well as a "normal" population would be needed before it could be said 
with any certainty that the MCMI scales measure "real behavior." 
In the present study, there did not appear to be any incongruencies 
between the information provided by the MMPI and that provided by the 
MCMI. That is, where the MMPI indicated a normal personality, so did 
the MCMI; where the MMPI indicated a dependent personality, so did the 
MCMI; and so on through several behavior traits and/or patterns. At 
no time in this study did the MMPI provide any information that was in 
direct contrast to the information provided by the MCMI or vice versa. 
Limitations of the Study 
The present study was conducted with male alcoholics in an in­
patient setting in a Veterans Administration Hospital. A review of 
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the research indicated that the profiles found in this study were 
consistent with those found in other in-patient settings. However, it 
is very likely that the subtypes found for the male alcoholics in 
this study would not hold true for female alcoholics in any setting. 
A study with just female alcoholics would need to be done and those 
results compared with those found in this study. In addition, it is 
unclear whether there was a difference between the type of person who 
chose or was required to undergo in-patient treatment as opposed to 
those who chose or were required to undergo out-patient treatment. 
Finally, it is unclear what type of differences there would be between 
a group of male veterans as opposed to a group of non-veteran males. 
It could be speculated that the group of male veterans would have a 
different age range and average than a group of non-veteran males. 
This would be because of the declining participation in the armed forces 
during the early to mid-1970's. Therefore, people in that age (now 
age 36 to 41) group who were in need of alcohol treatment would have 
to seek it somewhere other than in a VA hospital. 
Additional limitations to this study include the approach to 
data analysis. Cluster analysis was a relatively new type of data 
analysis and because of the nature of the cluster analysis itself there 
were several methods that could be used to form the clusters as well 
as a number of ways in which the optimal number of clusters for the 
data could be determined. No standard or guideline existed that could 
determine the best method to be used for the data nor the appropriate 
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number of clusters to be formed (Everltt, 1980; Lorr, 1983). There­
fore, a different type of cluster analysis may have yielded quite dif­
ferent results than those found in this study. 
As mentioned earlier, the number of clusters chosen for the present 
study was based upon significant clinical interpretations; that is, 
groups were combined when there was not a significant difference in the 
interpretation of the profiles. This is a clinical judgment based upon 
interpretative skill in conjunction with existing general standards and 
manuals for Interpretation of profiles. Therefore, it is possible that 
someone else using different standards or a different level of skill 
may find a different number of clusters in the current data. ' 
One way in which the repllcability of clusters in the present 
study could be addressed would have been to have done a parallel clus­
ter analysis on one-half of the sample. However, small sample size 
prevented the use of that technique in this case. Nevertheless, it must 
also be emphasized that while the cluster analysis was performed on 
the MMPI data, the analysis of variance for the MCMI data indicated 
that the MCMI scales were consistently statistically significant for 
the five groups found in the study. Thus, some support was demon­
strated for the robustness of the five personality groups found in 
this investigation. 
However, despite the limitations mentioned above, both the present 
study and other research studies quite clearly indicate that there are 
a number of subtypes within an alcoholic population. Some of the ques­
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tions of this study were determining whether or not there were actually 
subtypes for this data, what those subtypes were, and how they might 
be clinically useful. Despite the inconsistency among studies, it is 
quite clear that subtypes do exist and that the view of alcoholism as 
a unitary disease with a unidimensional personality structure was not 
supported by this study. 
Recommendations for Treatment 
It is quite clear from the present study that there are signifi­
cant personality differences between the five subgroups of alcoholics. 
Therefore, it is possible that different treatments could be devised 
for these groups, depending upon their personality traits and needs as 
defined by their personality profiles. 
Eshbaugh, Tosi and Hoyt (1978) indicate that despite the exten­
sive amount of research showing distinct subgroups within an alcoholic 
population, these subtypes need to be used experimentally in treat­
ment to discern if subtypes of alcoholics respond differently to a 
treatment approach or different treatment approaches. Kline and Snyder 
(1985) recommend a strategy of developing actuarial MMPI interpretative 
systems that are specific for the alcoholic population. They feel that 
alcohol abuse may act as a moderator variable that could make the MMPI 
interpretative systems that did not specifically include alcoholics 
in their critérium sample only partially applicable to the alcoholic 
group. Thus, by creating actuarial interpretative systems, true dif­
ferences between alcoholics such as those found in the current research 
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could be clinically useful. They feel that such information, if re­
lated separately to treatment response, would be useful for better 
predicting therapeutic outcome. If the existence of such types could 
be shown to be clinically significant (that is, treatment outcome could 
be predicted based upon an MMPI profile) then treatment could be modi­
fied or changed based upon a person's alcoholic "type." While such 
modification of treatment is far in the future, it is possible to 
make predictions of what modifications could take place, based upon 
the MMPI subtypes found currently in the literature. In addition, 
since the current study also included MCMI data, it would be possible 
to make predictions about changes in treatment based on those scores. 
It is not necessary to design completely different treatment 
programs for each of the different types of alcoholics. It may be 
enough to focus on specific tasks or specific components of therapy 
within a traditional alcohol treatment program. Group I is often 
characterized as a personality trait disturbance profile with alco­
holism, anxiety, depression and psychophysiological reaction. These 
people are often immature and dependent and they tend to blame other 
people when things do not go well. They often feel alienated from 
others and feel that other people do not understand them. One possible 
emphasis in treatment might be confronting them about their feelings of 
needing and demanding excessive support. In addition, they could be 
taught to reframe these dependency needs in such a way that they can 
be more easily met by other people or by themselves; e.g., they could 
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be taught to have their dependency needs met in more socially appro­
priate ways. The goal for this group would not necessarily be to 
change their personality structure, but rather to teach them ways to 
get their needs met without the use of alcohol. In addition, it would 
be necessary to increase their tolerance of anxiety so that they would 
not have to turn to alcohol as a means of dealing with their frustra-
.. tions. 
Another focus of therapy would be teaching them to transfer their 
levels of control back to the internal. Cognitive behavioral methods 
may be used to this end. Along with this it would be necessary to 
educate them and give them practice in abilities of nonverbal means of 
expression. That is, teach them to understand that they are responsi­
ble for seeing that their dependency needs were met, they can't blame 
this failure on otherpeople and they need to act on the environment 
to get these needs met instead of verbalizing their dependencies. 
In addition, because of the emphasis they place on their own body 
functioning, explicit education about the organic effects of alcohol 
may be useful as a motivation for them to try other ways of dealing 
with their anxiety. 
The second group is considered a borderline personality group. 
For this group of subjects, treatment should focus on the borderline 
personality with alcohol being a secondary problem to the borderline 
personality. Treatment of the borderline personality would involve 
ego development and object relations as defined by Masterson (1983). 
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This might include confronting the subject's distortion of reality per­
ception. This distortion of reality creates a great deal of anxiety 
in these patients. They tend to use alcohol as a way of helping them 
deal with this anxiety. Therefore, increasing their anxiety tolerance 
would likely be very useful. Transference within the therapeutic rela­
tionship as well as role modeling by the therapist would likely be very 
effective. 
As mentioned earlier, Group III has an average profile that is 
within normal bounds. It is speculated that this may be due to the 
heterogeneity of the group membership. As such, it is difficult to make 
any treatment recommendations for this group. 
Group IV consists of immature people who are suffering from 
a mild situational disturbance. They have poor self-image, see them­
selves as failures, and often drink to reduce a sense of frustration 
about their lives. They have a high need for affection, but are unable 
to express their feelings directly. For this group, interpersonal 
skills training and assertiveness training might be very useful. It 
could teach them to be more direct with their feelings as well as giv­
ing them the skills necessary to interact with other people. The goal 
would be to bring their feelings into consciousness so that they can 
be dealt with at that level. Once the feelings are into consciousness 
rational emotive therapy could be used in teaching them to modify the 
thoughts that may lead to depression and self-dissatisfaction. 
Group V is the character disorder group. This group is the 
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least likely to respond to treatment. An operant conditioning modality 
may be the best way for teaching them to modify their drinking behavior 
with the reinforcer being imprisonment. That is, if they do not modify 
their drinking behavior to socially acceptable standards, they will have 
their freedom restricted. Since they are usually referred to treatment 
by court order and will leave as soon as they are no longer required to 
be there, it would be important to have specific tasks and a specific 
time in treatment required of them. That is, they will know upon enter­
ing treatment how long they are to stay there and what they are to 
accomplish while they are in treatment. There would be no possibility 
for decreasing either time or task based upon conduct in therapy. For 
example, they could be told that they are to be courteous and polite 
while they are in treatment and failure to do so will result in the 
restriction of their freedom. Since this type of behavior is not ex­
pected to generalize for this group, specific examples and detailed de­
scriptions of what is meant will be required. Failure to meet these 
expectations again will result in the restriction of their freedom. 
Once they are out of treatment it will be up to society, in general, and 
the legal system, in particular, to continue to reinforce what was ex­
pected of them in therapy. That is, once on the outside, they are ex­
pected to continue with their modified drinking pattern and follow social 
rules. Failure to do so will result in imprisonment or return to treat­
ment . 
As mentioned earlier it is not necessary for these treatment prac­
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tices to be set up in specific treatment programs for each individual 
group. Any of these recommendations could take place within the con­
text of traditional treatment modality with specific emphasis placed 
upon those recommendations given for that particular group. A great 
deal of additional planning would be needed to clearly define the 
treatment goals for each group. In addition, outcome research is 
necessary to determine whether or not such variations in treatment 
would be clinically useful and produce desired consequences. 
Recommendations for Future Research 
Alcoholism is a major social familial, and financial problem in 
this country. Despite the vast number of treatment programs and self-
help groups available, there is still limited effectiveness in the type 
of treatment provided by these facilities and groups. The research 
cited above and the present study all suggest that differentiated treat­
ment programs specific to different types of alcoholics could be of 
great benefit. However, much further research is needed to help define 
the types of variables that might be important in developing an ef­
fective treatment program. However, personality typology research shows 
much promise as a means of identifying subtypes for differential treat­
ment. 
It is recommended that future alcoholic typology research be ex­
panded to include many different types of personality measures and es­
pecially measures with rigorous behavioral predictive validity compo­
nents. Research with other commonly used personality indicators or 
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combinations of measures would appear to be highly relevant especially 
in light of the changes of evolution of DSM-III into the DSM-III-R 
and the possible creation of a DSM-IV (Millon, 1986). These proposed 
changes include a major emphasis on the personality disorders of Axis 
II as it is believed that the basic personality characteristics of the 
individual will affect symptom manifestation for many mental dis­
orders including alcoholism and its treatment. 
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